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The purposes of the 
International Nursing Review are: 


* TO INFORM nurses throughout the world of the objectives 
and activities of the International Council of Nurses; 


* TO PROVIDE opportunities for an international exchange of 
views and information on nursing and the related 
professions; 


* TO DEVELOP international fellowship and _ understanding 
among members of the nursing profession; 


* TO GIVE inspiration and guidance to the nurses of the world 
in their common endeavours. 


Contributions to the INTERNATIONAL NuRSING REVIEW are welcomed by the 
Editor and will be considered for publication. They should be submitted in French, 
English, German or Spanish, or, when convenient, in more than one of these languages. 


The International Council of Nurses does not necessarily accept responsibility 


for the views expressed in articles which appear in the INTERNATIONAL NURSING REVIEW 
and reserves the copyright of material published. 


OUR COVER PICTURE: 


The Little Mermaid in Copenhagen, Denmark, 
the city in which the Northern Nurses’ 
Association Congress was held in July. 
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OcTOBER, 1958 


Editorial 


T is sometimes good to remind ourselves of what our predecessors pledged on our 

behalf when they founded the International Council of Nurses almost sixty years 
ago, and the order in which they stressed our various responsibilities: ‘‘ We, Nurses, 
representing various nations of the world . . . do hereby unite in a federation of 
national associations of nurses. Such national associations . . . shall work together 
for the purpose of promoting the health of nations, improving the nursing care of 
the sick, advancing the professional and economic welfare of nurses and enhancing 
the honour of the nursing profession.” 


We seem to hear a great deal these days about the nurse—her education, her 
status, her salary, her emoluments, her uniform, her hours, her rights and her general 
welfare. Do we hear as much, or enough, about the community she serves ? Are 
we continually studying the needs of people, and do we try to see, before worrying 
about ourselves, that these needs are being met ? With the emphasis there is these 
days on prevention of disease, promotion of maximum health, early ambulation of 
the sick person, rehabilitation after sickness and the knowledge and use of all social 
services, are we thinking sufficiently of how to prepare the “ all-purpose ” nurse, 
ready to serve where the community most needs her ; or are we being too conservative 
in Our education of nurses, concentrating a disproportionate amount of time on 
hospital care which after all, and fortunately, is only a brief episode in the lives of 
most of us ? 


Certainly, in order that the nursing profession can function most effectively, 
status is important and there are a number of ways in which that status can be 
undermined. For example, there are still countries where the nurse is in a subservient 
position, and where nursing is considered an “ auxiliary ” service. Graduate nurses 
of one country may receive the status and salary of an “ auxiliary” in another 
country if the methods of training are not entirely comparable; there are countries 
where, for reasons of sex or colour, separate registers are maintained; a share in the 
government of a professional association may, in some circumstances, be denied to 
certain members of the Association; there is even a country where the formation of a 
nursing organization, for the sole purpose of improving nursing standards, has led 
to the nursing leaders becoming so suspect that they have had their houses searched 
and their finger-prints taken. In a profession as old as nursing, and with its history 
and traditions, it is regrettable that such conditions still operate. 


The ICN must be watchful to see that where such circumstances as the above 
exist, standards of service are not being undermined and that the community does not 
suffer, even if nurses themselves, for various reasons which may differ in different 
countries, are not being accorded full professional status. At the last ICN Congress 
when the retiring President gave to the ICN a Watchword to guide the actions of its 
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members during the next quadrennial period she chose WISDOM, which she said, 
** evokes reason, it enlightens our knowledge. It makes us discern what is right, 
good and just. It will give us the strength to carry on.” Keeping this Watchword 
in mind, we realize there will always be times when it seems wise to act, and to act 
with firmness and determination. There may be other times when the greater wisdom 
lies in apparent inaction, and this is particularly true where politics are concerned, 
leaving it to a country’s own leaders to know how problems may best be solved 
consistent with the country’s history, environment, culture and professional develop- 
ment. ‘*‘ Wisdom,” says the book of Proverbs, “is the principal thing, therefore 
get wisdom; and with all thy getting, get understanding ”—and this means an under- 
standing of more than one point of view. 


There is the colour problem, which has become a political issue in certain 
countries of the world, and there are other countries which are prepared to suggest 
solutions to this problem. This may be easy to do in theory, being far removed as 
they are both geographically and in thought and in understanding from all the circum- 
stances out of which the problem has arisen and by which it will eventually be resolved. 


Let us, then, act as we would have others act towards us—by giving to the 
professional leaders in all countries the moral support, confidence and understanding 
which they sorely need, while at the same time seeking from them the assurance that 
although there may be government action which professionally they cannot condone, 
service to the community is in no way impaired. 


We should remind ourselves also of some words of the great Dr. Johnson, who 
said, ‘‘ The law is the result of human wisdom, acting upon human experience for the 
benefit of the public.” 


Nursing is a great and essential national service; therefore nurses are expected 
not only to be good nurses but also good citizens; compassionate to their patients, 
with moral integrity in their professional work, law abiding in their civic life, under- 
standing towards all men, with an understanding that knows no national boundaries 
for because of their international heritage and relationships nurses are citizens not 
of one country only, but of the world. 

D.C.B. 


A reprint of the Constitution and By-Laws of the ICN, incorporating revisions 
agreed by the ICN Grand Council in 1957, is now available in English from ICN 
Headquarters, 1 Dean Trench Street, Westminster, London, S.W.1., England. 
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Editorial 


L est trés bien de se rappeler de temps en temps les principes des infirmiéres qui 
ont fondé le Conseil International des Infirmiéres il y a presque soixante ans, 
ainsi que importance qu’elles ont accordée aux différentes responsabilités de notre 
profession: ‘* Nous, les infirmiéres, représentant différents pays, ... nous nous 
réunissons dans une fédération se composant d’associations nationales d’infirmiéres. 
De telles associations nationales . . . doivent collaborer dans le but de favoriser la 
santé des nations et d’améliorer les soins aux malades, d’augmenter le bien-étre 
professionel et économique des infirmiéres et de faire accroitre le respect pour la 
profession d’infirmiére.” 


Ces derniers‘temps, nous entendons beaucoup parler de l’infirmiére, de son 
éducation, de sa position, de son salaire, de ses revenus accessoires, de son uniforme, 
de ses heures de travail, de ses droits et de son bien-étre général. Mais entendons-nous 
assez parler de la collectivité qu’elle sert? Etudions-nous continuellement les besoins 
de l’humanité, et essayons-nous de trouver des moyens pour satisfaire 4 ces besoins, 
avant de nous soucier de nous-mémes? Avec l’importance actuellement accordée 4 la 
prévention de la maladie, a la réalisation de la santé maximale, au lever précoce du 
malade, a la rééducation physique aprés la maladie, aux connaissances et a l’emploi des 
ressources sociales, réfiéchissons-nous assez sur la maniére d’aprés laquelle doit étre 
formée “ l’infirmiére qui doit pouvoir travailler dans tous les domaines,”’ infirmiére 
préte a servir la collectivité la ot celle-ci en a le plus besoin? Ou sommes-nous trop 
conservatives, en accordant trop de temps aux soins hospitaliers qui, aprés tout, ne 
constituent heureusement qu’une courte phase dans la vie de la plupart d’entre nous? 


Certes, afin que la profession d’infirmiére puisse étre exercée plus efficacement, 
la position joue un réle important, encore qu’elle risque bien souvent d’étre sérieuse- 
ment menacée. Par exemple, il y a encore des pays ou l’infirmiére occupe une position 
subalterne et ou les soins infirmiers sont considérés comme étant un travail “ auxiliaire.”’ 
Il est possible que les infirmiéres dipl6mées d’un pays n’aient, dans un autre pays, que 
le grade et le salaire d’une “ aide-infirmiére ”’, si les méthodes de formation ne sont 
pas entiérement considérées comme équivalentes. Il y a des pays dans lesquels, en 
raison du sexe et de la race, on maintient des registres s¢parés d’infirmiéres. La 
participation dans la direction d’une association professionnelle peut, dans certaines 
conditions, étre refusée 4 certains membres de l’association. Il ya méme un pays dans 
lequel la fondation d’une organisation professionnelle—dont le seul but fut 
d’améliorer le niveau des soins infirmiers—a fait que les infirmiéres dirigeantes ont 
été l’objet de soupcons et que leurs maisons ont été fouillées et qu’on leur a pris les 
empreintes digitales. Il est regrettable que de telles conditions existent toujours dans 
une profession aussi ancienne que la nétre, avec toute son histoire et ses traditions. 


Le Conseil International des Infirmiéres doit veiller 4 ce que la qualité de service 
ne soit pas ruinée dans les pays ow les conditions sus-mentionnées existent et que 
la collectivité ne souffre pas, méme si les infirmiéres, pour des raisons pouvant 
varier suivant les pays, n’occupent pas le rang qui leur est di. Lors du dernier 
Congrés International des Infirmiéres, quand la Présidente sortante donna le mot 
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d’ordre au CII afin de guider les activités de ses membres durant les quatre années 
a venir, elle choisit la SAGESSE. ‘‘ La SAGESSE,”’ dit-elle, ‘‘ évoque la raison et 
illumine nos connaissances. Elle nous fait discerner ce qui est juste et bien. Elle 
nous donnera la force de continuer notre travail.” En nous rappelant ce mot d’ordre, 
nous réalisons qu’il y aura toujours des moments oi il sera sage d’agir, et d’agir 
avec fermeté et détermination. Il y a peut-étre d’autres moments ow une plus 
grande sagesse nous dicte une apparente inactivité—et ceci s’applique particuliérement 
a la politique—quand nous laissons aux dirigeantes du pays méme le soin de savoir 
comment résoudre au mieux leurs problémes, en rapport avec l’histoire du pays, 
sa culture et son développement professionnel. ‘‘ La sagesse,” lit-on dans les para- 
boles de Salomon, “ est la chose principale, tache donc d’acquérir la sagesse, et tout 
en l’acquérant, tache d’acquérir la compréhension ”’, et ceci implique la compréhension 
de plus d’un point de vue. 


Il y a encore le probléme racial qui constitue un différend politique dans certains 
pays, tandis que d’autres pays sont préts 4 proposer une solution a ce probléme. 
Ceci peut, en théorie, sembler facile 4 faire quand ils sont trés éloignés, et 
géographiquement et dans la maniére de penser et de comprendre les circonstances 
qui ont donné naissance a ce probléme et par lesquelles il sera, un jour, résolu. 


Agissons donc comme nous aimerions que les autres agissent envers nous—en 
donnant aux dirigeantes de notre profession dans tous les pays notre appui moral, en 
leur faisant confiance et en leur offrant notre compréhension dont elles ont grandement 
besoin, mais en les priant en méme temps de nous assurer que /e service a la collectivité 
n’est en aucun cas amoindri, bien qu’il puisse y avoir des activités du gouvernement 
avec lesquelles elles ne sont pas d’accord du point de vue professionnel. 


Nous ne voulons pas manquer de nous rappeler aussi quelques mots du célébre 
Dr. Johnson qui a dit: ‘‘ La loi est le résultat de la sagesse humaine, agissant selon 
l’expérience humaine pour le plus grand bien du public.” 


La profession d’infirmiére est un grand et important service national. C’est la 
raison pour laquelle les infirmié¢res doivent étre non seulement de bonnes infirmiéres, 
mais aussi de bonnes citoyennes, pleines de compassion pour leurs malades et d’inté- 
grité morale dans leurs actions, se conformant 4 la loi dans leur vie civique, compré- 
hensives envers tous les étres humains—d’une compréhension sans frontiéres 
nationales, car leur héritage et leurs liens internationaux font des infirmiéres non 
seulement des citoyennes d’un seul pays, mais du monde entier. 


La réimpression des status et de la constitution du Conseil International des 
Infirmiéres, comprenant les revisions acceptées par le Grand Conseil du CII en 1957, 
peut dés maintenant étre obtenue en anglais au si¢ge central du Conseil International 
des Infirmiéres, 1, Dean Trench Street, Westminster, Londres, S.W.1., Angleterre. 
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Leitartikel 


S ist angebracht, sich hin und wieder die Vorsatze unserer Vorgingerinnen in 

Erinnerung zu rufen, als sie den Weltbund der Krankenschwestern vor fast 
sechzig Jahren griindeten, sowie auch die Bedeutung, die sie der vielseitigen Verant- 
wortung unseres Berufes beimassen: “‘ Wir Krankenschwestern, die wir verschiedenen 
Nationen der Welt angehGren, . . . . vereinigen uns hiermit in einem Bund, der sich 
aus Landesschwesternverbanden zisammensetzt. Diese Landesschwesternverbinde 
sollen zusammenarbeiten, mit dem Ziel, die Gesundheit der Nationen zu férdern, 
die Krankenpflege der Patienten zu verbessern, das Niveau der beruflichen und 
oekonomischen Wohlfahrt der Schwestern zu heben und das berufliche Ansehen 
zu steigern.” 


Dieser Tage hért man sehr viel iiber die Krankenschwester, ihre Ausbildung, 
ihren Rang, ihr Gehalt, ihre Nebeneinkiinfte, Tracht, Arbeitsstunden, Rechte und 
allgemeine Wohlfahrt. Héren wir aber ebensoviel, oder geniigend, iiber die Gemein- 
schaft, der sie dient? Studieren wir fortwahrend die Bediirfnisse der Menschheit, 
und versuchen wir Wege zu finden, um diesen Bediirfnissen zu geniigen, bevor wir 
um unsertwegen besorgt sind? Jetzt, da der Schwerpunkt auf der Verhiitung von 
Krankheiten, dem Férdern der Gesundheit, dem friihzeitigen Aufstehen der Patienten 
und der Rehabilitierung nach erfolgter Krankheit, dem Wissen und der Anwendung 
aller sozialen Hilfsmittel liegt, denken wir geniigend daran, wie die Krankenschwester, 
die sich auf allen Gebieten betatigen soll, und die fahig ist, der Gemeinschaft dort zu 
dienen, wo sie sie am dringendsten bendtigt, auszubilden ist. Oder sind wir in der 
Schwesternausbildung zu konservativ, indem wir der Pflege in Krankenhdusern, die 
schliesslich und gliicklicherweise nur einen kurzen Zeitabschnitt im Leben der meisten 
von uns darstellt, mehr Zeit widmen als ihr gebiihrt? 


Gewiss, damit der Schwesternberuf tadellos ausgefiihrt wird, ist der Rang 
wichtig und er kann leider auf viele Arten untergraben werden. Es gibt, zum Beispiel, 
immer noch Lander, in denen die Schwester in einer untergeordneten Stellung ist, 
und in denen die Krankenpflege als “ Hilfsdienst ’’ betrachtet wird. Diplomierte 
Krankenschwestern eines bestimmten Landes kénnen in einem andern Lande den 
Rang einer “ Hilfsschwester ’” einnehmen und entsprechend entléhnt werden, wenn 
die beiden Ausbildungsmethoden nicht vergleichbar sind. In einigen Landern 
werden aus Geschlechts- und Rassengriinden separate Krankenschwesterregister 
gefiihrt. Das Mitwirken in der Leitung eines Berufsverbandes kann, unter Um- 
standen, gewissen Mitgliedern des Verbandes untersagt werden. Wir wissen sogar 
von einem Lande, in dem fiihrende Schwestern, durch die Griindung eines Verbandes 
—der dem alleimigen Zweck dienen sollte, die Krankenpflege zu verbessern—so in 
Verdacht gerieten, dass man ihre Hauser durchsuchte und ihre Fingerabdriicke 
nahm. Es ist bedauernswert, dass in einem so langjahrigen Beruf wie dem unsrigen, 
mit seiner Geschichte und seinen Traditionen, noch solche Verhiltnisse herrschen. 


Der Weltbund der Krankenschwestern muss wachsam bleiben und dafiir sorgen, 
dass das Dienstrichtmass in Landern mit den oben erwadhnten Verhiltnissen nicht 
untergraben wird, und dass die Gemeinschaft nicht leidet, auch wenn den Schwestern 
aus mannigfachen Griinden, die in jedem Lande verschieden sein kénnen, nicht der 
ihnen gebiihrende berufliche Rang zugeteilt wird. Anlasslich des letzten Kongresses 
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des Weltbundes der Krankenschwestern wihlte die ausscheidende Prasidentin das 
Leitwort WEISHEIT zur Fiihrung der Tatigkeit unseres Bundes, zum Wohle seiner 
Mitglieder wahrend der vier kommenden Jahre. Weisheit,” sagte sie, erweckt 
Vernunft und erleuchtet unser Wissen. Sie hilft uns zu bestimmen, was gut und 
richtig ist. Sie gibt uns Kraft, unsere Pflicht weiterhin zu erfiillen.” Mit diesem 
Leitwort vor Augen wird uns bewusst, dass es immer Zeiten geben wird, wahrend 
welchen es weise erscheint, zu handeln, und zwar mit Standhaftigkeit und Bestimmtheit 
zu handeln. Es wird andere Zeiten geben, wahrend welchen die Weisheit in schein- 
barer Untatigkeit liegt, und dies trifft besonders zu was Politik anbelangt. Dann 
ist es angebracht, es dem Wissen der fiihrenden Schwestern in ihrem eigenen Lande 
zu iiberlassen, wie die Probleme am besten gelést werden kénnen, im Zusammenhang 
mit der Geschichte des Landes, dessen Kultur und beruflicher Entwicklung. 
“‘ Weisheit,” sagt das Buch der Biicher, “‘ ist der Grundsatz aller Dinge; erlange 
daher Weisheit, und mit deinem Erlangen, erlange Versténdnis ’- das heisst Ver- 
stindnis fiir mehr als eine Meinung. 


Da ist das Rassenproblem, das in gewissen Landern zum politischen Streitpunkt 
geworden ist, und andere Lander veranlasst, Vorschlage zur Lésung dieses Problemes 
zu unterbreiten. Dies zu tun mag in Theorie leicht erscheinen, wenn die Lander 
geographisch, im Denken und im Verstehen der Umstinde aus denen das Problem 
entstand, und durch die es einmal gelést wird, weit voneinander entfernt sind. 


Lasst uns daher handeln, wie wir von Andern erwarten, dass sie gegen uns handeln 
—indem wir den beruflichen Leitern aller Lander unsere moralische Unterstiitzung, 
unser Vertrauen und Verstandnis, die sie dringend benétigen, entgegenbringen. 
Gleichzeitig méchten wir von ihnen die Versicherung erhalten, dass der Dienst an der 
Gemeinschaft in keiner Weise beeintrachtigt wird, auch wenn staatliche Massnahmen 
getroffen werden, die sie vom beruflichen Standpunkt aus nicht billigen kénnen. 


Wir wollen uns auch einiger Worte des beriihmten Dr. Johnson erinnern, der 
sagte: ‘‘ Das Gesetz ist das Resultat menschlicher Weisheit, das nach menschlicher 
Erfahrung zum Wohl der Allgemeinheit angewendet wird.” 


Die Krankenpflege ist ein edler und wesentlicher, nationaler Dienst. Daher 
wird von den Krankenschwestern nicht nur erwartet, dass sie gute Krankenschwestern 
sind, sondern auch gute Biirgerinnen: voll Mitgefiihl fiir ihre Kranken, mit 
moralischer Redlichkeit in ihrem beruflichen Wirken, gesetzlich standhaft in ihrem 
biirgerlichen Leben, verstandnisvoll mit allen Menschen—mit einem Verstandnis, 
das keine Landesgrenzen kennt, denn wegen ihrer internationalen Erbschaft und 
Verwandtschaft sind Krankenschwestern nicht nur Biirgerinnen eines einzelnen 
Landes, sondern der ganzen Welt. 


Ein Neudruck der Statuten und Verfassung des Weltbundes der Kranken- 
schwestern, der die vom Grossen Rat in 1957 genehmigten Revisionen einschliesst, 
ist nun in englisch vom Hauptsitz des Weltbundes der Krankenschwestern, 1, Dean 
Trench Street, Westminster, London, S.W.1, England, erhiitlich. 
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The International Council of Nurses* 


Its past and future 


AGNES OHLSON 
President, International Council of Nurses 


HE tremendous impact that nursing is making, and the influence that it is 

having, on the health and living conditions of millions of people in all regions 
of the world reminds us afresh of the truth of the words of the American nurse 
Annie Goodrich, who wrote: ‘‘ Nursing is now an almost accepted world-wide 
social activity.” 

But what are the factors that are making these words come true? How have 
nurses become increasingly involved in world affairs? From what source do they 
draw their strength and their inspiration—something perhaps which is rather 
intangible, but as important to them as anything which they have acquired through 
formal professional education. 


I believe that the influence nurses have on the world today, and the amount of 
responsibility they are able to carry, is not only dependent on their technical skill, 
essential though this is; it is due in no small measure to the fact that wherever they 
are, and whatever the conditions under which they may be required to work, they 
do not work in isolation. Behind them, and supporting them, they have their own 
professional organization. And behind their national nursing organization, there 
is their international organization, whose primary concern is with its member 
associations, its individual members, and the patients they serve. This international 
professional organization—the International Council of Nurses—has stood the test 
of time, having an unbroken history of 59 years. It has survived through two world 
wars, and many minor wars, and during more than half a century of existence has 
built up bonds of friendship and fellowship amongst the nurses of the world, which 
neither wars nor rumours of wars, could sever. 


This we owe to our nursing pioneers, those stalwart historical figures who, from 
the earliest days of professional nursing, realized that a profession organized, was 
a profession better equipped to give service; and that nurses cannot accomplish, 
by their individual effort and volition, what an organized profession can accomplish 
on their behalf. 


What do we mean when we speak of our International Council to which we 
achieve membership through membership in a Member Association? What does it 
do? What are its objectives? How does it work? Why do we owe it our allegiance 
and our interest? 


It was founded in 1899 at the end of a century when organization for women 
was practically unknown. Membership was offered at that time to National Nurses’ 
Associations which could show that they fulfilled certain requirements; that they 
were governed solely by nurses; and that they were non-political, not supporting 
any one political party, that in their membership they included nurses of all religious 
faiths. 


*An Address to the 50th Anniversary Convention of the Canadian Nurses’ Association. 
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Under this same constitution, which has changed very little in its essentials through 
half a century, the ICN has functioned to the present day and now numbers some 
450,000 nurses organized in National Nurses’ Associations in 46 countries. Besides 
the 46 Associations which are in full membership, there are 17 other countries where 
the nurses have been granted National Associate status. That is, a nurse in each 
of these 17 countries has been appointed by our Board of Directors to act as a 
liaison between the nurses of that country and the ICN in order to help them towards 
full professional development. Some of these countries have already sent in applica- 
tions for ICN membership and we hope we shall be able to welcome them as full 
members when the ICN Grand Council next meets in 1961. 


To be both influential and useful, an organization like ours must have both 
objectives and activities. The objectives of the ICN are quite simply to help in 
maintaining the highest standards of nursing service in those countries which are 
in membership, and to help those countries not yet in membership to meet the 
requirements which will enable them to join us. Yet another objective, and one that 
is just as important in these days of world instability and disunity in political affairs, 
is to promote in every way we can, friendship, fellowship, and understanding amongst 
the nurses of the world. These are our objectives, but what of our activities, and 
how is the work carried out? 


The headquarters of the Association is in England. Here there is a small but 
busy office situated in a very historical part of the city of London. There, a staff 
—which numbers approximately twenty persons, six of whom are nurses—keeps in 
constant contact with our members throughout the world; trying to carry out their 
wishes and to help them with their problems; initiating and promoting activities 
which are likely to benefit professional work in all countries. At our headquarters 
the ICN maintains an information centre, collecting information on nursing service 
and nursing education from all parts of the world and making this information 
available in any part of the world as and when required. Here, too, relationships 
are established and maintained with the United Nations and its Specialized Agencies; 
and we are indeed proud to be able to say that because we could claim to have a 
progressive, representative, and democratically constituted organization, we were 
one of the first non-governmental organizations to be admitted into official relation- 
ship with the World Health Organization, after it was established in Geneva in 1948. 


We continue to be proud of our opportunity to further our objective through the 
channels of the WHO. 


The ICN has recently entered into relationship with another of the specialized 
agencies of the United Nations, namely, the ILO. This organization has been 
studying the conditions of employment of nurses throughout the world. Their 
questionnaires have been sent out by the ICN office and one of our active ICN 
members has been a temporary staff member in the ILO in the development of the 
report which that organization plans to present for discussion and recommendations 
at a meeting to be held in Geneva this October. The ILO, as you may recall, includes 
membership of three groups, namely, the employers, the government labour depart- 
ment, and the employees themselves. We look forward with great interest to the 
impact which the recommendations of this specialized agency report will bring 
forth regarding the economic status of the nurse. 


The ICN also has membership in the World Federation for Mental Health and 
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the International Hospital Federation; and on behalf of our members appoints 
representatives to conferences and congresses of many non-governmental organiza- 
tions which, like ourselves, are concerned with health and social welfare. 


The many thousands of nurses who are refugees from their own countries, are 
our special concern. The ICN at its headquarters maintains a Register of these 
nurses, and is always ready to assist in their re-establishment and to help them with 
their personal and professional problems. In undertaking this human and vital 
work for our less privileged colleagues, the ICN has accomplished something quite 
unique and something which has been accomplished by few other professions. 
Those of us concerned with licensure of nurses from other countries, draw heavily 
on the resources of the ICN in establishing authentic information with relation to 
the status of schools of nursing in various countries throughout the world. 


The organization of congresses is also an important activity of the ICN and only 
those who have participated in them can appreciate their value. First, there is the 
enrichment for all in the making of new friendships, the strengthening of past 
contacts, and the broadening of our outlook in the whole field of nursing. An 
international congress makes us realize perhaps for the first time that our professional 
interest cannot be confined by the boundaries of our own country. We are helped 
to acquire a statesmanlike outlook and to denounce insularity, realizing to the full 
that nursing, above all other professions, is international in character, and that it 
knows no boundaries of race or creed. At a Quadrennial Congress we listen to the 
presentation of various reports and enter into discussion about the content and 
recommendations. It is then that light seems to dawn on many previously unsolved 
problems, the newer trends towards which the profession is moving become clearer, 
and we see their probable effect on future spheres of action in different parts of the 
world. Come to our next Congress in Australia in 1961! I can promise you a 
rewarding experience and one that has real value—real spiritual value enabling you 
to face your manifold responsibilities with a better understanding and a greater 
courage. 


And what can you as nurses do towards promoting world nursing? 

1. Your Association can present a pattern for strong organization—a pattern 
which nurses in other countries, where the profession is more recently organized, 
may wish to follow. 

2. You can illustrate the value of maintaining high educational standards. 
Those countries which have had good standards have a particularly vital role at this 
time. We must take definitive action on questions of education, such as these: 

Is the programme in education in nursing keeping pace with the education for 
the members of other disciplines in the health field? 

What functions will the nurse of tomorrow be asked to perform? 

Are we preparing the practitioner for the more complex and extended functions 
of the professional nurse of today, as well as the nurse of tomorrow? 

Is the pattern of basic nursing education one that interests the best qualified 
graduate from our secondary schools? 

Do we have an adequate number of qualified persons to administer and teach 
in our schools and to administer our nursing service? 


Are we, as nurses, engaging in research of our own functions? 
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Are we preparing nurses for research in our own field and to work with persons 
from other health disciplines in research relating to total health care? 


Do we merit the status of being designated as a distinctive health science that 
is related to, but separate from medicine? Are we recognized as such? 


We have spoken of maintaining a strong organization pattern in the national 
association; we have spoken of maintaining high educational standards. A third 
point I would mention is that of our activity as nurses in the field of legislation. 
The legislative process is an extremely important one for the protection of the public 
and for services to the public. We must take our rightful place; sometimes initiating 
legislation, sometimes backing legislation introduced by others, and sometimes taking 
action against various measures introduced in order that we will have fulfilled our 
responsibility for the passage of legislation that will be to the benefit of nurses and 
nursing and health. We, as nurse citizens, must also make our voice heard on 
questions of our government as it relates to international matters. We, through our 
national and international organizations have the opportunity to glimpse the needs 
elsewhere. So items of foreign aid, foreign trade, and defence are items upon which 
we should have a broad outlook which provides understanding for the needs of people 
of other nations. 

A fourth point for nurses to take action on is the necessity of adequate and secure 
economic conditions and the importance for nurses to establish their own bargaining 
procedures. It is true that we are regarded, and that we are a dedicated calling, but 
this does not preclude understanding by professional nurses that it is their right 
to expect a standard of living comparable to that of similar professions and vocations 
and it is their responsibility to find an orderly process by which this may be achieved 
for their membership. 

Some of you can co-operate with the ICN through increasing its membership. 
We need each professional nurse practitioner in our Association. So let us be sure 
we can count on you to the utmost in helping us to meet this objective. To be sure, 
the ICN works through its officers, its staff, and its committees; but never forget the 
effectiveness of officers, staff and committees is determined by its membership. 
Active members of a strong and representative national organization provide 
cumulative resources for an effective international organization. 

Why is international work important? Actually it is a necessity both for safety 
and for progress in this day of rapid transportation and communication on this 
planet (to say nothing of the interplanetary possibilities!). What happens in any 
one country has a direct and immediate influence on each one of us, whether it be in 
the realm of religion, in politics, in science, or more specifically in health. We must, 
therefore, have an active international association with well-established two-way 
channels of communication to speak for us. Thus, our knowledge and skill in nursing 
will be utilized to the maximum, and we as nurses will be greatly benefited. 


We, as members of the nursing profession, are a privileged group in that we 
possess knowledge and skills that are vital to the citizens of the world. Let us not 
forget that this privilege carries with it a responsibility to give and share in the same 
measure as we have been blessed. We must give of our knowledge and our dues, 
sharing a measure of both our human and material resources, in order that comfort 
and hope and health may be brought to those less privileged than we. 


May we have the courage and the wisdom to meet our challenge! 


12 


} 
| 
§ 
4 
3 
i 
3 


OcTOBER, 1958 


El Consejo Internacional de Enfermeras 


Su pasado y su futuro 


por su Presidente AGNES OHLSON 


Discurso pronunciado en la Asamblea del Cincuentenario de la Asociacién de la 
Enfermeras Conadienses en Junio del ano 1958 


Et impacto tremendo que produce la profesién de enfermera y la influencia que 
ejerce sobre las condiciones de salud y vida de millones de personas en todas las 
regiones del universo, nos trae a la memoria de nuevo la verdad de las palabras de 
la Enfermera americana Annie Goodrich que escribidé: 
La enfermeria es hoy endia una actividad social casi aceptada en todos los 
ambitos del mundo. 

Pero cuales son los factores que dan caracter de verdad a estas palabras? Cémo 
se han visto las enfermeras envueltas mas y mas en los negocios mundiales? De 
qué manantial sacan su fuerza e inspiracidn—algo que es intangible, pero tan impor- 
tante para ellas como todo cuanto pudieron ellas adquirir a través de su educacién 
profesional. 

Yo creo que la influencia que las enfermeras tienen hoy en dia en el mundo y la 
responsabilidad que pueden ellas aceptar, depende no solamente de su habilidad 
técnica, por muy esencial que ella sea, se debe al hecho de que dondequiera que ellas 
se encuentren, y sean cuales fueren las condiciones bajo las que se ven precisadas a 
trabajar, ellas no trabajan aisladas. Detras de ellas y respaldandolas se encuentra 
su organizacién profesional propia. Y detras de su organizacién nacional de enfer- 
meras hay una organizaci6n internacional, cuyo empefio primordial esta en la asoci- 
acién de sus miembros, sus miembros individuales y los pacientes que ellas cuidan. 
Esta organizacion internacional profesional—el Consejo Internacional de Enfermeras 
—ha sobrellevado la prueba del tiempo pudiendo presentar una historia ininter- 
rumpida de 59 afios. Ha sobrevivido dos guerras mundiales y muchas otras guerras 
menores, y durante mas de medio siglo de existencia ha establecido lazos de amistad 
y camaderia entre las enfermeras de todo el mundo, de tal modo que ni las guerras 
ni rumores de guerras han podido quebrantar. 

Esto los debemos a nuestros precursores en la profesidn cuyas destacadas 
historicas figuras, desde los primeros dias de la enfermeria profesional, echaron de 
ver que una profesién organizada es una profesién mejor dispuesta para prestar 
servicio; y que las enfermeras no pueden llevar a cabo por su esfuerzo y voluntad 
individuales, lo que una profesién organizada es capaz de realizar en nombre de 
ellas. 

Qué queremos dar a entender cuando hablamos de nuestro Consejo Internacional 
del que conseguimos ser miembros mediante nuestra afiliacion a una Asociacién 
Miembro? Qué hace esta Asociacién, cuales son sus objetivos y cémo trabaja? 
Por qué le debemos nuestra lealtad y nuestro interés? 

Su fundacién data de 1899, a finales del siglo, cuando era practicamente desconocida 
la organizacién de mujeres. La cualidad de miembro se ofreciéd en este tiempo a las 
Asociaciones Nacionales de enfermeras que podian testimoniar ciertos requisitos; 
que eran gobernadas exclusivamente por enfermeras, que no tenian caracter politico, 
que no apoyaban ningun partido politico, y que en la lista de miembros incluian 
enfermeras pertenecientes a todos credos religiosos. 

Bajo esta misma constitucién, que bien poco ha variado en su parte esencial a 
través de medio siglo, la CIE ha funcionado hasta el presente y cuenta en la actualidad 
con 450,000 Enfermeras organizadas en Asociaciones Nacionales de Enfermeras en 
46 paises. Ademas de 46 Asociaciones que funcionan o actian como Miembros 
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en pleno, hay otras de 17 paises donde a las enfermeras se les ha otorgado el estado 
legal de Miembro Asociado Nacional. Esto es, en cada uno de estos 17 paises nuestra 
Junta de Directores ha nombrado una enfermera para actuar como nexo de unién 
entre las enfermeras del pais correspondiente y la CIE con objeto de ayudarlas a 
conseguir un desarrollo profesional completo. Algunos de estos paises han hecho 
aplicacién para ingresar en la CIE, y esperamos que podremos admitirles como 
miembros cuando el Gran Consejo de la CIE se retina préximamente en 1961. 

Para ejercer influencia y ser de utilidad, una organizacién como la nuestra debe 
tener objetivos y actividades. Los objetivos de la CIE consisten simplemente en 
ayudar a mantener, el tipo elevado del servicio de enfermeras en estos 
paises que son miembros, y ayudar a los paises que no lo son todavia a conseguir los 
requisitos que les haga posible el ingreso y juntarse con nosotras. Hay todavia 
otro objetivo, tan importante en estos dias de inestabilidad mundial y desunién de 
los pueblos en asuntos politicos, y es promover en cuanto nos sea posiblel a amistad 
y camaderia y la comprensién mutua entre las enfermeras de todo el mundo. 

Estos son nuestros objetivos; pero cuales son nuestras actividades y cOmo 
se lleva a cabo el trabajo? 

La Oficina Central de la Asociacién esta en Inglaterra. Aqui disponemos de 
una pequefia pero laboriosa Oficina situada en un lugar histérico de la ciudad de 
Londres. Aqui el personal—que cuenta aproximadamente con veinte individuos, 
seis de los cuales son enfermeras—estan en contacto ininterrumpido con nuestros 
miembros de todo el mundo tratando de ejecutar sus deseos y ayudarles en sus 
problemas y promoviendo actividades que posiblemente van a beneficiar el trabajo 
profesional en todos los paises. En nuestras oficinas mantiene la CIE un centro de 
informacién, recogiendo datos sobre el servicio de enfermeria y educacién de en- 
fermeras de todas partes del mundo y teniendo constantemente disponible esta 
informacién en cualquier parte del mundo donde precise. Aqui también se estable- 
cen y mantienen relaciones con las Naciones Unidas y sus Agencias Especializadas; 
nos sentimos de verdad orgullosos de poder afirmar, por esto, que somos una 
asociacién progresiva, representativa y democraticamente constituida, fuimos una 
de las primeras organizaciones no gubernamentales que fué admitida de modo 
oficial en la Organizacién Mundial de la Salud después de su establecimiento en 
Ginebra en el afio 1948. Continuamos, pues, sintiéndonos orgullosos de nuestra 
oportunidad de promover nuestros objetivos a través de los canales de la OMS. 

La CIE ha entrado recientemente en relacién con otra de las agencias especializadas 
de las Naciones Unidas, a saber la OIT. La organizacién ha estudiado las condiciones 
de empleo de las Enfermeras por todo el mundo. La Oficina de CIE ha enviado 
sus cuestionarios y uno de nuestros activos miembros de CIE ha sido miembro del 
personal temporero de la OIT en el desarrollo del informe que esta organizacién 
planea presentar para discusién y recomendaci6n en la reunién que va a celebrarse 
en Ginebra en el préximo Octubre. La OIT, como podeis recordar, incluye como 
socios tres grupos 0 categorias, a saber: los patronos, el Departamento de Trabajo 
del Gobierno y los empleados. Esperamos con grande interés el impacto que las 
recomendaciones de esta Agencia Especializada va a producir con referencia al 
estado econdémico de las enfermeras. 

La CIE forma parte también de la Federacién Mundial para la Salud Mental 
y la Federacién Internacional de Hospitales; por mediacién de nuestros miembros 
nombra representantes para conferencias y congresos de muchas organizaciones 
no gubernamentales, las que, como nosotras. mismas estén interesadas en la salud 
y bienestar social. 

Son objeto de nuestro especial interés los muchos millares de enfermeras que 
son refugiadas que escaparon de sus propios paises. La CIE conserva en sus oficinas 
un Registro de estas enfermeras, y esta siempre dispuesta a su restablecimiento y 
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a ayudarles en sus problemas personales y profesionales. Al emprender este trabajo 
humanitario y vital en favor de nuestros colegas menos privilegiados, la CIE ha 
dado cima a algo unico, a algo que han realizado bien pocas profesiones. Aquellas 
de nosotras que se preocupan de las permisos de las enfermeras procedentes de 
otros paises, pesan enormemente en los recursos de la CIE para obtener informacion 
auténtica con relacién al estado de Escuelas para enfermeras en varios paises en el 
mundo entero. 


La organizacién de congresos es también una importante actividad de la CIE 
y unicamente las que han participado en ellos pueden darse cuenta de su valor. 
En primer lugar es un beneficio para todas el establecimiento de nuevas amistades, 
afianzar pasados contactos y el ensanchamiento de posibilidades en el ancho campo 
de la profesi6n de enfermera. Un congreso internacional nos hace percatar, quien 
sabe si por vez primera que nuestro interés profesional no puede quedar cincunscrito 
dentro de los confines de nuestro propio pais. _Hemos ayudado a adquirir la visi6n 
del estadista y dar por terminada nuestra insularidad, dandonos cuenta por completo 
de que la profesién de enfermera, por encima de otras profesiones, es internacional 
en cuanto al caracter que no reconoce limites ni trabas de raza o credo religioso. 
En un Congreso cuadriennal hemos estado oyendo la presentacién de varios informes 
y entrar luego en discusién acerca del contenido y sus recomendaciones. Ha sido 
entonces que ha parecido que se hacia luz en muchos problemas no resuelto previa- 
mente, las nuevas tendencias hacia las que se mueve la profesién se hicieron mas 
claras y hemos visto el efecto probable en futuras esferas de actividad en distintas 
partes del mundo. Acudid a nuestro préximo Congreso en Australia en 1961; 
puedo prometeros una experiencia remuneradora y que tiene un valor real—valor 
espiritual verdadero que os permitira hacer frente a las multiples responsabilidades 
con una mejor comprensién y con un mayor denuedo. 

Y qué podeis hacer vosotras como enfermeras en promover por el mundo 
nuestra profesién de enfermeras? 

1. Vuestra Asociacién puede presentar un disefio de organizacién fuerte- disefio 
que las enfermeras de otros paises, donde la profesién se ha organizado mas reciente- 
mente, tal vez desearan seguir. 

2. Vosotras podeis ilustrar el valor de mantener tipos elevados de educacién. 
Esos paises que han tenido buenas normas, tienen un papel particularmente vital a 
desenpefiar en este tiempo. Debemos tomar medidas definitivas en cuestiones de 
educacion, como las siguientes: 

Esta el programa de educacién para las enfermeras siguiendo el paso con la 
educacion para los miembros de otras disciplinas en el campo de la salud publica? 

Qué funciones la enfermera de majiana puede ser llamada a ejecutar? 

Preparamos nosotras a la practicante para un trabajo mas complejo y funciones 
mas extensas de la enfermera profesional de hoy, como asi mismo de la enfermera 
de mafiana? 

Es la norma de la educacién basica de la enfermera tal, que interese a la mejor 
graduada de nuestras escuelas secundarias? 

Poseemos un nimero adecuado de personas calificadas para administrar y 
ensefiar en nuestras escuelas y para administrar nuestro servicio de enfermeras? 

Estamos nosotras como enfermeras ocupadas en trabajos de investigacién de 
nuestras propias funciones? 

Estamos preparando las enfermeras para investigacidn en nuestro propio 
campo, y a trabajar con personas procedentes de otros ramos de sanidad en investi- 
gacion relacionada con el cuidado total de la salud? 

Merecemos el estado legal de ser consideradas como una ciencia distintiva de 


sanidad que esta relacionada pero separada de la medicina? Estamos nosotras 
reconocidas como tales? 
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Estas son unas pocas de las preguntas a que deben contestar las asociaciones 
nacionales de enfermeras. 

Hemos hablado de mantener una norma solida de organizaci6n nacional, y 
hemos hablado también de mantener un tipo elevado de educacién. Quiero mencionar 
un tercer punto y es el de nuestra actividad como enfermeras en el campo de la legisla- 
cién. El proceso legislativo es de enorme importancia para la proteccién del publico 
y para los servicios encaminados al publico. Debemos ocupar el lugar que nos 
corresponde; algunas veces iniciando legislacién, otras apoyando legislacién intro- 
ducida por otros y otras veces debemos tomar medidas en contra de varias disposi- 
ciones introducidas con objeto de que nosotras hayamos cumplimentado nuestra 
responsabilidad por el tramite de legislacién que sera en beneficio de las enfermeras, 
de la profesién y de la sanidad. Nosotras como ciudadanas enfermeras debemos 
hacer oir nuestras voces en cuestiones de nuestro gobierno en cuanto se relacionan 
con materias internacionales. Nosotras a través de nuestras Organizaciones Nacional 
e Internacional tenemos la oportunidad de echar un vistazo a las necesidades de 
otras partes. Por tanto, partidas de ayuda extranjera, comercio exterior y defensa, 
son detalles sobre los cuales debemos tener una amplia comprensi6n por las necesi- 
dades de las gentes de otras naciones. 

Un cuarto punto que debemos tener en consideracion las enfermeras es la necesi- 
dad de condiciones econémicas adecuadas y seguras y ademas la importancia para 
las enfermeras de establecer o determinar su conducta en la tramitaci6n de convenios. 
Verdad es que la nuestra es considerada como una profesién dedicada, pero esto no 
impide que comprendamos que las enfermeras profesionales estan en su perfecto 
derecho de esperar un tipo de vida comparable al de vocaciones y profesiones parecidas 
y que tienen la responsabilidad de encontrar un proceso ordenado mediante el cual 
esto pueda conseguirse para todas las asociadas. 

Algunas de vosotras pueden cooperar con la CIE aumentando el nimero de 
asociadas. Necesitamos cada enfermera profesional practicante en nuestra asociacion. 
Séanos, por tanto, permitido poder contar con nuestras compajieras que haran 
cuanto sea posible para ayudarnos a conseguir este objetivo. Para asegurarlo la 
CIE trabaja por medio de sus oficiales, su personal y sus juntas; pero no echeis en 
olrido que la eficiencia de oficiales, personal y juntas queda determinado por el 
numero de asociadas. Los miembros activos de una organizacién nacional fuerte 
y representativa proveen de recursos cumulativos para una organizacion internacional 
efectiva. 

Por qué es importante el trabajo internacional? En el momento presente es 
indispensable para la seguridad y progreso hoy en dia de rapido transporte y comuni- 
caciones en este planeta (sin olvidar las posibilidades interplanetarias). Lo que 
ocurre en un pais cualquiera tiene una influencia directa e inmediata sobre cada una 
de nosotras, ya sea en los dominios de la religién, de la politica, en el mundo de la 
ciencia y mas especificamente en la salud publica. Debemos tener, por consiguiente, 
una asociacion internacional activa con dos sistemas de comunicacion para hablar por 
nosotras. Por tanto, nuestros conocimientos y habilidad de enfermeras pueden ser 
utilizados hasta el maximo, y nosotras como enfermeras, saldremos grandemente 
beneficiadas. 

Nosotras como miembros de la profesién de enfermeras somos una agrupacién 
privilegiada por cuanto poseemos conocimientos y habilidades que son de’ vital 
importancia para los ciudadanos del mundo. No olvidemos que este privilegio trae 
consigo la responsabilidad de dar y hacer participes en la misma medida en que se nos 
haconcedido. Debemos hacer participantes de nuestros conocimientos, compartiendo 
nuestros recurso humanos y materiales, con objeto de llevar a los que son menos 
privilegiados el bienestar, la esperanza y la salud. 


Tengamos el valor y la sabiduria de saber enfrentarnos con la demanda. 
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_ IS THERE A REAL SHORTAGE OF NURSES? 


If this new feature stimulates your thoughts on current nursing 

problems, send your own views (in English, French or German) 

to the Editor, International Nursing Review for publication in a 
forthcoming issue of the Review. 


Dame ELIZABETH COCKAYNE 


until recently Chief Nursing Officer, 
Ministry of Health, London, England 


WORLD-WIDE shortage of nurses has been a complaint for many 

years. But is the complaint based on real facts? In England and 
Wales doubts have recently been raised as to whether the alleged shortage 
of nurses really exists. Of course there are local shortages and particular 
hospitals (notably those for mental and mental deficiency patients and 
for the chronic sick) are badly in need of staff. But this is a problem of 
distribution of nursing staff. If that problem could be solved, would 


there still be a shortage of nurses ? 


The total nursing staff of all grades is 
probably sufficient to provide enough 
competent pairs of hands to deal with 
routine nursing care. But this would 
only be so if we fully recognize the neces- 
sity for employing, within the nursing 
services, the requisite proportion of nurs- 
ing staff of different grades. These grades 
will include assistant nurses, with a 
relatively short practical training, and 
nursing auxiliaries (or nursing assistants) 


with no formal training, but with in- 
service instruction. 


But although the total staff may be 
sufficient, are there enough fully trained 
nurses to carry out all the technical 
nursing procedures, to train students and 
to administer the nursing services? The 
supply of trained nurses is not excessive 
and more nurses would certainly be 
welcome, especially for the specialized 
posts, such as health visiting, for which 
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there is a grave shortage. But we must 
consider how far the duties now under- 
taken by registered nurses could be 
suitably assigned to enrolled assistant 
nurses. An increased supply of assistant 
nurses, who would undertake the type of 
duties and responsibilities for which they 
are fitted, would mean the present number 
of registered nurses would be sufficient 
for our needs. 


With over 52,000 student nurses under- 
going training, it is difficult to conceive 
that we need to add to that number—or 
could successfully train any more with 
existing resources. The problem here is 
wastage, which could be tackled by better 
selection of students at the outset, and 
then better care of their physical and 


mental well-being during training. Such 
a policy might actually reduce the number 
in training, yet if by better selection the 
quality were raised, the service provided 
would not suffer. 


As a result of the more careful selection 
of students for training as registered 
nurses, a number who would not have the 
capacity to cope with the syllabus required 
for the Register could be accepted for 
training for the Roll of Assistant Nurses. 
The substantial increase in their numbers 
would contribute to the relief of pressure 
on registered nurses, and so enable the 
supply to be evidently adequate—instead 
of suffering from the effects of a perhaps 
too traditional approach to staffing needs. 


Mrs. CONCHITA B. RUIZ 
Editor, Philippine Journal of Nursing 


| here iene a health programmes and services, the poor use of nursing 
time and skills and the loss to the profession of qualified nurses 
add up to a shortage of nurses in the Philippines. The most recent study* 
states that it will take at least ten years for the Philippines to meet its 


needs, without taking account of population increases. 


reason for this ? 


An increased demand on nurses and for 
nurses has been created by medical and 
scientific advances, and by the develop- 
ment and expansion of health programmes 
and services. Nurses are urgently needed 
who are both adequate in their preparation 
and in their numbers for the role now 
assigned to them. 


Are the schools producing enough 
graduates to meet these service needs? 
It is common knowledge that many 
countries have difficulty in recruiting 
students for nursing training. Here the 
Philippines stand in marked contrast for 
many applicants who have the qualities 
needed for admission are denied it, either 
because of the inadequate number of 
nursing schools or because the number of 


What is the 


student nurses who can be accommodated 
in the existing schools is limited by a lack 
of facilities. 


As a result of the lack of training 
facilities the number of registered nurses 
who graduate each year, when added to 
those in active service, is not sufficient, 
to cope with the increased demands. 


The use that is made of nursing time 
and skills also needs looking at. In some 
places much nursing effort is wasted on 
routine functions, which could be dele- 
gated to auxiliary workers. In other 
places it is not uncommon to find nurses 
assigned to assume responsibilities which 
might belong to other professional groups. 
Sometimes peculiar administration policies 
and political influences prevent nurses 


* “ A Proposed Short and Long Range Programme for Nursing Based on an Analysis of Studies 


of Nursing Resources, Service, and Education.” 
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who have special preparation in certain 
aspects of nursing, occupying the position 
where their training and skill could be 
used to the best advantage. 


Nurses who, for one reason or another, 
stop practical nursing or become engaged 
in other jobs, are a further contributory 
drain on the supply of nursing service. 
Nor must it be forgotten that quite a 
number of nurses leave the country for 


Miss LUCY D. GERMAIN 


OcTOBER, 1958 


educational and professional opportunities 
abroad. There are also, in some instances, 
budgetary difficulties and although nurses 
may be available, lack of funds prevents 
vacancies being filled, let alone the special 
creation of new positions at the super- 
visory and administrative levels. 

The shortage, therefore, is real, but 


the solution to it could be found if the 
problems described could be tackled. 


Director, Departments of Nursing and Nursing 
Education, Harper Hospital, Detroit, USA 


of professional nurse personnel” is overworked in 

conversation at conventions and elsewhere where nurses and employ- 
ers meet separately and together. It is not new. It is the result of the 
environment in which a nurse practises, whether as an individual con- 
tractor or as a professional employee. Nursing has grown as a profession; 
it has extended its horizons and deepened its performance in accordance 
with the people’s health needs and it must be recognized that this has led 
to increased needs for more nursing care. The problem is a challenge for 
all concerned, including the employers, who expect both quality and 
quantity of nursing care for their clientele. 


More young women are entering nursing 
than ever before. They marry earlier, 
they have their families and after remain- 
ing temporarily inactive, return to prac- 
tice. Among the nurses who return are 
those with home and family responsi- 
bilities, which are as important to them 
as nursing. They may have less freedom 
of choice in the hours or days of work, 
and in the choice of a career. This affects 
the traditional pattern of employment 
for the professional nurse and working 
at week-ends, over holidays, in the evening 
and on night tours of duty becomes less 
popular. 


More nurses are graduating from 
schools of nursing than the world has 
ever known and more careers in nursing 
are opening than ever before—in research, 
cardiac surgical nursing, in nursing 
organizations, and in interesting positions 
throughout the world. Well-known 
careers are broader in scope, requiring 
more and better prepared nurses for 


hospitals, for educational programmes 
and in industry. Competition among 
the various fields is yet to be recognized 
as one of the reasons behind the “ short- 
age ”’ situation. 

Research in the physical, biological 
and social sciences has changed the 
methods of treatment and preventive 
aspects of disease and has influenced 
the nursing care of people—whether 
they are mentally ill or suffering from 
tuberculosis or yaws or malaria. Pharma- 
cology alone has greatly affected nursing 
practice with several hundred drugs being 
discovered and made available in any 
one year. The unprecedented growth 
of voluntary and governmental health 
insurance schemes, with the attendant 
increase in hospital, nursing home, clinic 
and other health facilities, presents a 
challenge for the nursing profession 
which can be expressed in the question: 
“how can the increasing demands be 
better met?” For the employers of 


19 


4 
| 
Ing 
&rses 
dy* 
its 
the 
ated 
lack 
ning 
Irses 
d to Bs 
lent, : 
time | 
ome 
| on | 
lele- 
ther 
Irses 
hich ; 
ups. | 
icies 


INTERNATIONAL NURSING REVIEW 


professional nurse services this challenge 
should arouse a sense of responsibility 
for making the most effective use of nurs- 
ing skills and know-how, including studies 
of the long accepted practices in hospitals, 
and other health services, related to what 
nurses do, the work load created by 
doctors and the patterns of nursing care. 
Changes are possible which increase the 
quality and quantity of nursing care, and 
which still elevate the level of practice of 
the professional nurse. 


There is constant need to provide more 
status and prestige, better working con- 
ditions, and higher salaries for nurses. 
These should be commensurate with the 
preparation and responsibility they carry, 
and they necessitate wise planning and 
effective use of the skills, know-how and 
knowledge of the professional nurse 
and contribute to better job satisfaction. 


Improved methods of communications 
and fast modes of travel bring the hemi- 
spheres closer together and influence 
people. Professional nurses are no 
exception. While the right of people to 
live healthy in mind and body, regardless 
of race, colour, creed or economic status 
is a way of life, the right of the nurse 
as a person is frequently forgotten. 
For example, she should have the privilege 
to choose where, when, and for whom 
and with whom she works. As a member 
of a profession, certain responsibilities 
go with these rights, one is her account- 
ability to people and herself for the 
quality and quantity of her own per- 
formance. 


How well then is nursing care given 
today? Are nurses prepared to meet 
the need? Are employing agencies aware 
of their responsibility to provide an 
environment which promotes quality 
nursing? Are all nurses aware of the 
need for more nursing care for more 
people? The shortage will be influenced 
to the extent by which these factors are 
brought closer together through better 
understanding, education and better 
administration. 


Time and space will not permit any 
lengthy presentation of the relationship 
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between nursing education and nursing 
service but here lies one cause of the so- 
called deficit. Among the positive ap- 
proaches to provide more nursing care 
are the following: 


1. The selection of prospective nurses. 
This is the business of nursing education, 
nursing service and the public. Usually 
education carries the major responsibility 
but those in various fields of nursing 
practice (hospital, nursing schools, in- 
dustry, private duty, military, government, 
public health) should have the privilege 
of recommending the kind and quality 
of nurses they wish to employ. 


2. The quality and scope of the basic 
and advanced programmes in nursing 
education. 


Broad curriculum content, well pre- 
pared teachers and adequate teaching 
facilities are all essential to adequately 
prepared professional nurses. However, 
the selection of potential teachers, super- 
visors and administrators for advanced 
—_— plays an equally important 
role. 


3. The need to keep student recruit- 
ment activities up to a high level, certainly 
equal to the present. Important are 
recruitment programmes for registered 
professional nurses supported by good 
personnel policies, opportunities for con- 
tinuous learning and for advancement. 


4. A high level of professional practice 
strongly supported and strengthened by 
the professional nurse organizations. The 
philosophy, objectives and functions of 
these organizations on local, state, national, 
and international levels, should be con- 
stantly evaluated to help the nurse more 
adequately meet demands for nursing 
care and concurrently interpret the nursing 
situation to those who use the services. 


5. Intelligent application of the prin- 
ciples of administration in nursing educa- 
tion and nursing service. 


6. Good nursing services, wherever 
nurses are employed (in hospitals, educa- 
tional institutions, industry, et al), brought 
about through democratic practices, sound 
administration, enlightened management 


' 


and an enlightened clientele. Emphasis 
should be placed on continuous research, 
increased status through wise use of 
professional nursing skills and in-service 
education. 


7. A broad, well planned and executed 
public relations programme to interpret 
the needs and demands for nursing today 
to both nurses themselves and their various 
publics including patients, doctors, trustees 
and administrators of health facilities and 
others related to the health fields. 


The “‘ shortage” can be better met by 
any one of these. They are applicable 
to a country as a whole, an employing 
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agency and/or person and the specific 
location within an agency such as a 
rural health department or a patient area 
in a hospital. They can serve as guide 
posts to those trying to find staff for a 
much needed health programme. They 
are useful also to those in nursing educa- 
tion and nursing service trying to improve 
the quality and quantity of nursing care. 
These suggestions for meeting the prob- 
lems of nursing service to-day have 
implications for nurses interested in 
research. They imply the need to establish 
a modern philosophy and objectives for 
nursing practice. 


Miss E. C. APOSTOLAKI 


Director of the School of Hospital and 
Public Health Nursing, Athens, Greece 


Ho“ far is the shortage of nurses in Greece real—and how far is it 
fictitious ? The population of the country is eight million and to 


care for them there are 1,500 graduate nurses, 1,156 assistant nurses and 
about 2,000 practical nurses who, in some hospitals, have in-service 
training. Roughly speaking two-thirds of the graduate nurses work in 
the three cities of Athens, Piraeus and Salonica with a population of two 
million. The remaining graduate nurses work in the provinces, with a 


population of six million. 


Of those working in the cities four-fifths 
work in the hospitals and one-fifth in the public health field. 


In the 


provinces half the graduate nurses work in the public health field, resulting 
in an acute shortage of graduate nurses in the provincial hospitals. 


While it is evident from these facts 
that there is a real shortage of nurses, 
it is also clear that the nurses who are 
available are used irrationally. 


In Greece there is no recruiting prob- 
lem, the numerical shortage of nurses 
being mainly due to the limited number 
of schools—five at present. Independent 
schools have been tried, and found 
satisfactory and more good modern schools 
are wanted. 


Because by nature we are drawn 
towards perfection, we may be failing to 
face this part of the problem realistically. 
Yet while more schools would help to 
meet our needs, why are we so irrational 
in the use of the nurses we have? There 


are three reasons. Perhaps the first 
arises from our feeling of individual 
independence, which prevents us from 
working out a definite programme. On 
the other hand it must be said that a 
rational use of nurses would require 
supervision. At present this is lacking in 
Greece for two reasons: 
the existing services have not yet 
become conscious of the need for it; 
and the funds which would be needed 
for effective supervision are not 
available. 

The second reason for the irrational 
use of nurses arises because there is no 
systematic application of team work. 
The third reason is economic. The low 
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salaries offered by some services must 
result in vacancies on the staff. 


To face these problems we ought to 
establish more schools. This raises an 
economic problem and, some say, a 
teaching problem. In my opinion this 
could be overcome successfully by the 
right sort of co-operation, especially 
through an economic training of teaching 
personnel. For example, it would be 
possible to find between five and ten 
outstanding nurses among the graduates 
each year. If they were to work with 
experienced nurse instructors, the problem 
might be solved—provided the right 
nurse is used in the right place. 


To return to the desire for “‘ perfection”, 
we should remember that when the first 


school for assistant nurses was established 
in Greece, we feared the level of nursing 
might fall. We know now that assistant 
nurses are of great use, and by controlling 
the two levels of training, the two grades 
of nurses can co-exist without upsetting 
their numerical relationship with each 
other, so it could be with our present-day 
doubts. 


We expect to receive help in solving 
this problem when, in the near future, 
a post-basic school will begin to provide 
more instructors. Thisinternational forum 
will also, we hope, help us to see how this 
question is being tackled in other countries 
and enable them in their turn to review 
their own ideas on the subject in the light 
of our experience. 


Miss AGNES DESMARAIS 
Acting Chief Nurse Adviser, 
Department of Public Health, Iran. 


A* answer to this question must depend on a country’s concept of a 
nurse; on her utilization in hospitals and other agencies; and whether 
the medical profession, as well as the general public, have been sufficiently 


oriented to the need for her services. 


At present there is no nurse registration 
act in Iran, so the number of qualified 
nurses in the country is not known. But 
it is thought that there are very few in 
relation to the population of about 20 
million people. Until about five years 
ago nursing was not considered a desirable 
profession in Iran. Educated young 
women preferred to study midwifery, 
because they were given status in the 
Government service and were respected 
by the public. Schools of nursing were 
not recognized by the Government and 
had a low standard, accepting young 
women with a 6th or 9th grade education. 
Those young women really interested in 
nursing went abroad to study. They 
now make up the majority of the corps 
considered as qualified professional nurses. 


Most nursing care given in the hospitals 
in Iran is done either by members of the 
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family or by badjis (servants). Treatments 
are given by Pezeshkyars (assistant 
doctors). There are only three large 
hospitals with over 100 beds and six 
small hospitals with 50 beds in the 
country which can be considered as 
providing nursing service by qualified 
nurses. The Department of Public Health, 
in the Ministry of Health, has been 
fortunate in having a number of qualified 
nurses on their staff, although nowhere 
near the number required. The five 
professional schools of nursing in Iran 
are all directed by a faculty of foreign 
nurses. Only three Iranian nurses in the 
country have had any preparation in 
nursing education. One of these has her 
B.S. degree in nursing and is now the 
Chief Nurse in the Ministry of Health. 
The Iranian Army employs a number of 
qualified nurses who were educated 
abroad. 


j 


There have been so few qualified nurses 
in the country, the Ministry of Health 
does not have a job classification or the 
budget to employ nurses in their Govern- 
ment hospitals. This is also true of some 
of the university hospitals affiliated with a 
medical school. 


Since the Grand Nursing Conference, 
held in Teheran from August 27 to Sept- 
ember 6, 1956, rapid progress has been 
made in the recognition of nursing. The 
standard of nursing has been so raised that 
only 12th grade science majors are accepted 


OCTOBER, 1958 


in the professional three year schools of 
nursing. There is a great demand to open 
more schools in order to meet the pressing 
need for qualified nurses. The Plan 
Organization has a large hospital and 
health centre construction programme 
which will need qualified nurses to staff it. 
Job classifications are being set up in the 
Government for nurses. Thus although 
the shortage of nurses in Iran is critical, 
and will be so for many years to come, 
real progress is being made. 


Miss M. C. PRUNTY 
Matron, Royal Victoria Eye and Ear Hospital, Dublin, 


President, Irish Nurses Organisation. 


President of the National Council of Nurses of Ireland. 


aa has more active hospital beds per population than any 
country in Europe—and therefore in the world—and yet the country 
has a surplus of nurses! There is no scarcity of trained nursing personnel 
of the highest standard of professional education and nursing attracts 
the cream of the country’s young girls with the highest standard of general 


education. 


The position is even more extraordinary, 
because after qualifying many Irish nurses 
emigrate to other countries, such as the 
United Kingdom of Great Britain and 
Northern Ireland and the British Com- 
monwealth, where their qualifications are 
accepted without difficulty. Nor is that 
the whole story. Some of the young 
Irish women emigrate to Britain to train 
in nursing, where they form a large ratio 
of the nursing personnel. 


The explanation of this paradox is 
neither simple nor easy to understand 
without some account of the country’s 
comprehensive health service (which has 
an adequate ratio of hospital beds to the 
population, based on the needs of the 
individual) and the general background 
of Ireland. In addition to a well organized 
public health prevention service there is a 
free hospital service; isolation hospitals, 
for notifiable communicable diseases, and 
for mental disease; maternity service, at 
domiciliary and hospital levels, for eighty 


per cent of the population, provided 
free for half its beneficiaries and at a 
nominal cost for the remainder. A general 
hospital service, including clinics, patho- 
logical and radiological diagnostic exam- 
ination facilities obtainable by family 
doctors for extra-mural patients, is avail- 
able for the same ratio of the population 
and for the same terms; and there is a 
free general medical domiciliary service 
for forty per cent of the population. 
Additionally there is a Voluntary Health 
Insurance Scheme providing what is in 
effect a free hospital service for a small 
annual premium for anyone who wishes 
to subscribe, whether or not they are 
entitled to the benefit of the other services. 


The hospital service is composed of 
hospitals for the most part owned and 
managed by civil authorities responsible 
for government of local areas. A minority 
are owned and managed by private 
charitable organizations including a few 
religious orders of the Catholic Church. 
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Pari passu with Britain (indeed it was 
enacted by the British Parliament) a law 
of 1919 provided for the education and 
registration of nurses and the governance 
of the nursing profession. Subsequent 
legislation of the Irish Oireachtas (or 
legislature) makes it illegal and a penal 
offence for any person, who is not enrolled 
on the State Register, to be described as a 
registered nurse. Nursing education is 
carried out by hospitals which are recog- 
nized for the purpose by An Bord Altranais 
(Nursing Board) which lays down certain 
minimum standards for recognition. There 
is no legal recognition at present for other 
than professional nurses. 


With the professional services defined 
it will be useful to look for an explanation 
of the present state of affairs among the 
influences reaching beyond nursing. 


Ireland, an island with a population 
of four and one quarter millions, was an 
integral part of the United Kingdom of 
Great Britain and Ireland from 1800— 
1922. In that year five-sixths of the 
country became politically autonomous, 
the other one-sixth remaining a part of 
the United Kingdom. 


The intense conflicts politics-religious 
matters have generated in the chequered 
history of Ireland have left their mark 
today in the very active and positive 
practice of religion, which by its attitude 
to nursing as a noble calling, has exerted 
an important influence. But while a 
sense of vocation plays a part it is not the 
whole story. It is a well known fact 
that there is a relationship between 
general economic activity, and recruit- 
ment for the nursing profession, and the 
nurses economic and social rewards for 
her services. 


In an economic depression, there is no 
shortage of recruits to the nursing profes- 
sion. On the other hand where there is 
optimum economic activity or boom, i.e., 
full employment (sic) recruiting to nursing 
decreases, as the economic rewards offered 
by other sectors of industry tend to draw 
entrants away from nursing. In particular 
does this apply to the highly educated 
nursing aspirant who will be attracted 
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to positions offering better economic and 
social rewards. 


Until 1922, the industrial revolution 
left Ireland untouched except for the North 
East sector (now known as Northern 
Ireland and a part of the United Kingdom). 
Consequently, its economy was largely 
agricultural and indeed pastoral. Emigra- 
tion has become a tradition and a psycho- 
logical attitude despite the intensive in- 
dustrialization of the last thirty years. 
The post-war phenomenon of full employ- 
ment did not occur either in Ireland or 
Northern Ireland. There is chronic under- 
employment despite a large accumulation 
of foreign monetary reserves since 1918 
and with the remuneration for nurses in 
both parts of the island roughly equivalent 
to the English scale, there is every econ- 
omic inducement for the well-educated 
girl to enter nursing. 

This finds expression in the educational 
level required by some Dublin Hospitals 
which demand the equivalent to a Univer- 
sity entrance examination and, in addition, 
an entrance fee. 


An explanation based on economics 
alone is not the whole story. Why does 
the Irish female emigrant choose a nursing 
career in another country, Britain for 
example, which enjoys full employment 
and where more remunerative alternative 
employment is available? The answer 
must lie in the emigrants mores, and in the 
excellent social status of the nurse in 
Ireland, the status with which she is 
familiar. 

Modern psychology has indicated that 
a person’s social status and satisfaction 
is intimately related to his work. In any 
industrial organization the status of the 
worker and his place in the hierarchy is 
intimately associated with his work group 
and its seniority. The position of the 
staff nurse is intimately interconnected 
with the position of the head of the nursing 
staff, the matron of the hospital. 


In Ireland the head of the nursing 
staff, or matron of a hospital, has im- 
mense social prestige. In fact and in law 
—we share the same principles of the 
Common Law as England, and the semi- 
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sovereign States of the USA—she is the 
practical and nominal administrator of 
the hospital because as head of the 
nursing staff she is generally answerable to 
the hospital authority for the nursing 
care of the patient and the latter’s total 
environment. Because of this she is the 
keystone of the hospital organization. 


Irish nursing associations are vigor- 
ously opposed to the managerial revolu- 
tion, or trahison de clercs which, first in 
the USA and later in England, has changed 
the position of hospital matron into a 
mere departmental functionary, with the 
consequential depression of the status of 
members of the nursing staff into that of 
another clock-punching paid employee. 


This unfortunate development in the 
hospital matron’s position in those 
countries makes strange reading when it 
is recalled that one of its principle 
theoreticians describes Florence Night- 
ingale as the first of modern hospital 
administrators. * 
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Because of the hospital matron’s posi- 
tion the nurse in Ireland has a good 
social status and is a valued member of 
the community. That it plays a large 
part in recruitment is self-evident in that 
hospitals which are recognized training 
schools are never short of suitable applic- 
ants for training, with a standard of educa- 
tion equivalent to that of a University 
entrance examination. 


In passing it may be remarked that 
wastage amongst such students is less 
than three per centum and is largely due 
to illness. By comparison, the wastage 
of student nurses in England is more than 
thirty per centum. 


This brief analysis of the position of 
the supply of nurses in Ireland, will I 
hope be of some assistance to other 
countries in solving their problems in 
relation to nursing personnel. 


*e.g. Hospital Organisation’? by Malcom 
Mac Eachern. 
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The Influence of the Hospital Atmosphere 


on Nursing Education’ 
MRS. ELINA HAAVIO-MANNILA 


OW important is the hospital atmosphere in nursing education? During a 
study of student nurses’ working conditions, the following examples were 
quoted by students to show the variations in their treatment on different wards: 


“* During the first week on ward duty each of us was under the charge of a 
nurse. Under her good guidance we learned new things. All our mistakes were 
corrected at once.” 

“We are always asked to do things—never ordered.” 


“A harassed and anxious atmosphere hung over the ward all morning. The 
doctor’s round was due soon so the students could relax and were sent to the sluice. 
There we would be out of the way, but if any noise was heard we were scolded.” 


“A typical feature of this ward is to reprimand students in front of patients, 
and even to do so when the student has neither made the mistake nor has an opport- 
unity to defend herself.” 


These are examples of the way in which the treatment of student nurses was 
found to vary from ward to ward. Significant differences were also found between 
different hospitals in the course of a study of student nurses’ working conditions. 


The replies given by students in the College of Nursing, Helsinki, to the question: 
“Ts it true to say that the spirit of the ward is positive towards teaching?” are shown 
in Table |. 

The ward spirit was clearly more positive towards teaching in hospitals B and D 
than in the other hospitals. Only 13 per cent of the students in hospital A thought 
the atmosphere was favourable towards teaching, and a similar proportion of the 
replies to other questions was apparent from that hospital. 


Table II shows that the students think the ward spirit does have an effect upon 
their learning. In this table the wards are divided into three groups on the basis of 
the percentage of students who had learnt most on the ward in question. Where 
the ward spirit was favourable towards learning, the students had learnt most. 


TABLE I TABLE II 
Hospitals Wards in which students 
learned 
A B C D_ €E Total Most Average Least Total 
Partly true .. 37 16 32 18 32 28 24 26 $35 28 
No... . 35 %2 7 — 10 14 8 17 14 14 
Unable to say. . 15 7 10 7 #14 6 14 13 ll 
100 100 100 100 100 100 100 100 100 100 


*Translated and reproduced by courtesy of the Finnish journal Sairaanhoitajalehii. 
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The hospitals with a favourable spirit towards teaching, hospitals B and D, 
also proved to be the best from the learning point of view. 41 per cent of the students 
at hospital B and 31 per cent at hospital D said they had learnt most at this hospital. 


The atmosphere is not of course the only factor which has an effect on learning. 
Of the students who worked at hospital A, 22 per cent said that despite the hospital’s 
negative attitude towards teaching they had learnt most at that hospital. They gave 
as the reason the more demanding and versatile nature of the work in hospital A, 
while in hospitals B and D the atmosphere in the wards was good, kindness was 
evident and leadership in their work was excellent. 


An agreeable spirit in the ward will not by itself make a student learn if her 
guidance is neglected and she is not allowed to take part in the ward work. As one 
student put it “ This ward is a place where one feels happy from the beginning. 
Although it is pleasant and interesting, teaching is neglected. You are asked to talk 
to the patients more than elsewhere, yet despite this we learn less than in other wards.” 
This was from one of the wards where the students learnt least. 


From what has been said proper guidance and teaching emerge as the basis for 
learning. However, where two wards have the same official organization (of for 
example the division of labour and formal teaching). but with a differing ward 
atmosphere and personnel conditions, the students will learn more where the spirit 
towards teaching is positive and personal relations are good, than they learn on 
the wards where the spirit is negative. 


In the investigation described above there was an attempt to find out why the 
ward atmosphere towards teaching differed. The external conditions of the ward 
and the attitude towards students were particularly studied. Ward sisters, other 
staff, patients and students were interviewed. 


The ward sisters’ comments were as follows: 


1. The number of students in the wards 

The wards of the teaching-favourable sisters had an average of six students 
but the teaching negative wards had an average of 8.8 students. Statistically, 
this difference is significant. 

2. Pupils (including practical and mental nurse students) in proportion to trained 
staff (nurses, practical nurses, childrens’ nurses and mental nurses) 

In 32 per cent of the wards of the teaching-favourable sisters there was not 
more than one student to every trained staff member. In 88 per cent of the 
negative wards the students outnumbered trained staff. Again this difference is 
statistically significant. 

3. The number of student groups 
There could be seven different sorts of students on the wards: students from 


the Finnish and Swedish speaking schools of nursing in their first, second and. 


third years of training; practical, mental, childrens’, X-ray and laboratory 
assistant nurses. 

On the wards of the sisters who were favourable towards teaching there 
were on average, 2.6 of these student groups. On the negative wards this rose 
to 4.5 student groups. Statistically this is indicative of an important correlation. 


4. The number of patients on the ward 


There were fewer patients, 3.2 per trained person, on the wards that were 
favourable towards teaching, compared with 4,2 on the negative wards. 
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5. The turnover of patients 


From the positive wards the average number of patients leaving each day 
was 1.1., while from the negative wards it was 2.2. The difference is significant 
from the statistical point of view. 


In most cases the ward of a teaching negative sister was busier than that of a 
teaching positive sister. 


None of the sisters who were placed advantageously in other ways took a negative 
attitude towards teaching, but it was found that the ward sister could be favourable 
towards teaching even though the ward conditions were not advantageous. Twenty- 
three of the sisters who were positive towards teaching worked on wards in which the 
conditions were as bad as those on the average negative ward. Individuals therefore 
are able to rise above their environments and take a positive attitude towards teaching 
in spite of everything. But we ought to try to make ward conditions so good that 
sisters have no need to have a negative attitude towards teaching. 


To meet students’ views is not the only way to appeal to them. Students want 
to be accepted as members of the nursing team on the wards. On a good ward there 
is no caste division and relations between staff nurses and students are based on 
mutual trust and friendliness. 


The spirit of the hospital is given away by the manner in which it treats its student 
nurses and patients. These things cannot be hidden; they depend on the spirit in 
the ward and the impression outsiders get of the whole hospital. 


. . . from one country to another 


. a leading international source of nursing information, 
news and comment is NURSING MiRROR. Week by week it contains 
reports of major developments and progress in nursing, midwifery, 
psychiatry and public health the world over, and fully 
illustrated technical articles by distinguished specialists. Its free 
Information Service answers many thousands of queries each year. 


ANNUAL SUBSCRIPTION £2.10.0 OVERSEAS £2.15.0 


Nursing Mirror 


and MIDWIVES JOURNAL 


DORSET HOUSE . STAMFORD STREET . LONDON . S.E.! . Waterloo 3333 (60 lines) 
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News from ICN House 


FiELD WorRK 


Accounts of recent visits made by ICN staff are published elsewhere in this 
issue of the International Nursing Review. In particular these have included a visit 
by the General Secretary, Miss Daisy C. Bridges to Canada, described on page 30 
and a visit to Switzerland, reported on page 61. The Director of the Florence 
Nightingale Education Division, Miss Ellen Broe read a paper at the Northern 
Nurses Congress in Copenhagen. An account of this Congress appears on page 47. 


Other visits are currently taking place or are planned for this year to the following 
countries: Austria, Belgium, Holland, Poland and Yugoslavia. A staff member 
will also undertake a three months’ tour of ten countries in Latin America. 


Field work by ICN staff members earlier in the year included visits to Jordan» 
Lebanon, Scotland and the Union of South Africa. 


NursING SERVICE DIVISION 


Since assuming the position of Director of the Nursing Service Division on 
July Ist, 1958, Miss Frances Beck has been establishing her new office, and corres- 
ponding on the work of the Division with ICN Honorary Officers, all members of 
the ICN Board of Directors, and all members of the Nursing Service Committee. 


Discussions have been held with the Chairman of the Committee, and some 
agreement reached on priorities in the work of the Division. These are likely to 
include the completion and publication of papers concerned with various aspects 
of nursing previously prepared at the request of the Nursing Service Committee; 
the principles of legislation and the economic conditions of nurses. 


The latest paper to be approved, The Essentials of Tropical Disease Nursing, is 
published as a special supplement to this issue of the International Nursing Review. 
Copies are being sent to all subscribers free of charge. Additional copies of the 
Supplement may be obtained, price 5 shillings sterling or 75 cents each from ICN 
House, 1 Dean Trench Street, London, S.W.1, England. 


FLORENCE NIGHTINGALE BIBLIOGRAPHY 


The compilation of this bibliography was initiated by the Florence Nightingale 
International Foundation and it can now be reported that up to June 1958 the 
bibliographer had catalogued approximately twelve thousand of Florence Night- 
ingale’s letters. Forty volumes of letters in the British Museum, London, still remain 
to be examined. Almost all sources of original letters have been explored and work 
on the Bibliography of published writings of Miss Nightingale is now reaching its 
final stages. 


Visirors TO ICN House 


One hundred and thirty-seven visitors called at ICN House in the first six months 
of the year. They came from the following countries: Australia, Belgium, Canada, 
Denmark, England, Finland, Germany, Ghana, Holland, Indonesia, Iran, Italy, 
New Zealand, Norway, Pakistan, Poland, Scotland, Spain, Sweden, Switzerland, 
South Africa, Turkey, USA, Viet Nam, Yugoslavia. 
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Canadian Impressions 


DAISY C. BRIDGES, cC.B.£., R.R.C. 
General Secretary, International Council of Nurses 


HE story is told of some people in England who, having seen off their elderly 

relative by sea to Canada, cabled to their friends in Vancouver to meet her in 
Montreal. They were surprised, ar | somewhat incensed, to receive the reply, ““ Why 
not meet her yourself, you are nearer than us.”! Indeed, this story might well be 
true, for it is in fact as far by train or plane from coast to coast in Canada, as the 
crossing of the Atlantic from Canada to Europe. Many visitors to Canada remain 
in ignorance of its vast geographical area. They land in Montreal; they proceed 
by train or plane to Toronto (or to some other centre in Ontario, the largest 
Canadian province). Perhaps they take time on the return journey to visit the 
capital city of Ottawa, or the historic and French-speaking city of Quebec. 


To many people who have been to Canada the great expanse of land area and 
the vast inland lakes between Ontario and the Pacific coast remain a closed book. 
They have not seen the prairies—that great wheat-growing area, to cross which takes 
three days in the fastest train; they have not experienced the grandeur of the Rocky 
Mountains, nor the natural beauties of the Western Provinces. But to try to place 
on record one’s impressions of Canada, or indeed of any country of comparable 
size, after a visit of less than four weeks is courting criticism; and when within 
that time one spends one week attending a national convention and visits only three 
of Canada’s ten provinces—then any impressions registered might rightly be termed 
unreliable. 


Canada is the third largest country in the world, and experiences within her 
boundaries every variety of scenery and climate. Despite rigorous climatic condi- 
tions, and through the stresses of her history, she has achieved the realization of 
nationhood. The whole country is pulsating with life and energy, and in the words 
of a recent writer, ““ The future of Canada defies the imagination of men.” 


My journey to Canada on this occasion was initiated and generously financed 
by the Canadian Nurses’ Association, and officially I had to fulfil only two profes- 
sional engagements—the giving of the Keynote Address at the Opening Session of 
the Fiftieth Anniversary Convention of the Canadian Nurses’ Association, and the 
Graduation Address at the Sixtieth Anniversary Graduation of the School of Nursing 
of the Toronto Western Hospital. This latter was an impressive ceremony attended 
by 2,000 persons, including 91 students of the graduating group, in the dignified 
setting of the Convention Hall of the University of Toronto. 


The Fiftieth Anniversary Convention of the Canadian Nurses’ Association was 
held in the capital city of Ottawa from 23rd to 28th June, 1958. Delegates attended 
from all the ten provinces of Canada, and the total registration figure reached 2,356. 


At an impressive Opening Session presided over by the President, Miss Trenna 
Hunter, the Convention was officially declared open by the Prime Minister of Canada, 
the Right Honourable John G. Diefenbaker, and greetings were expressed by the 
Mayor of Ottawa and by representatives of various national organizations. At this 
Session the Keynote Address, under the title “‘ The Patient, the Present and Progress,” 
was delivered by the General Secretary of the ICN. 
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In her address as President, Miss Trenna Hunter quoted Dr. Robert Merton, 
Professor of Sociology at Columbia University, who had stressed in a recent paper 
the three main areas in which a professional association should function: in giving 
social and moral support to enable each member to perform his professional role; 
in setting rigorous standards for the profession and helping to enforce them; in 
fostering good relationships between the profession, the social environment in which 
it functions, and allied professions. They had reason, she said, to be proud of the 
progress that had been made during their fifty years of history, and she concluded 
by quoting from an Address by Miss Mary Agnes Snively; Founder of the Association, 
who fifty years ago had said, “It is therefore your privilege and, I may add, your 
duty, to be dedicated to the work thus far advanced, and into the future open a 
better way.” 


The ICN President, Miss Agnes Ohlson, gave a stimulating Address at a special 
International Session (which is published on page 9), and at this same Session, 
Miss Lyle Creelman, Chief of the Nursing Section of the World Health Organization, 
gave a vivid picture of nursing needs and nursing experiences in various parts of the 
world. 


In her Report, the General Secretary of the Canadian Nurses’ Association, Miss 
Pearl Stiver, laid stress on ways in which the Association contributes to the high 
standard of care provided for the people of Canada, by the establishment of policies 
relating to nursing education and service, and through the improvement of educa- 
tional programmes. As examples of ways in which the CNA tries to meet its 
objectives, Miss Stiver recalled in particular the Pilot Project now under way for the 
Evaluation of Schools of Nursing in Canada; and the first Canadian Conference 
on Nursing held in November, 1957, attended not only by seen nurses, but by 
representatives of the public and of allied professions. 


Miss Stiver made reference to the importance the Association ascribes to its 
international contacts and to its membership in the ICN since 1909. By representation 
at ICN meetings and Congresses, and by continual close contact with ICN Head- 
quarters, Canada has participated in the formulation of policies for nursing 
internationally. She described this participation and representation as “‘ an experience 
of inestimable value to our work in national office,” and concluded this section of 
her Report with the following words:— 


“Today at this our 50th Anniversary, we welcome the President and 
General Secretary of the International Council of Nurses. We would like 
them to know that we as Canadian nurses recognize our responsibilities 
and we pledge our support of the ICN programme.” 


Much stress was laid throughout the Convention on the need for research into 
many nursing problems, and for the adequate preparation of persons to undertake 
research. Several of the resolutions at the conclusion of the Conference reflected 
an awareness of this need, and the following recommendation to the Conference, 
which was approved, is of universal interest :— 

“* Whereas there is confusion as to the definition of nursing and as 
to the classification and preparation of personnel in nursing; and Whereas 
at the moment a variety of personnel with different kinds of preparation 
are performing nursing functions; and Whereas a programme of accredita- 
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tion demands clarification of objectives and purposes of educational 
programmes in order to establish criteria. 


Therefore be it resolved that the CNA be asked to undertake a project 
in research which would— 


(a) formulate a statement of the philosophy of nursing 

(b) proceed to a description of nursing 

(c) determine the categories of personnel needed to carry out nursing 

(d) from this define the guiding principles basic to the preparation of 
each category of personnel.” 


Incorporated in other important resolutions accepted during the week were 
decisions to work for the establishment of a post-baccalaureate degree programme 
for nurses for the preparation of leaders in research; to compile and to publish 
lists of Studies in progress or being planned in various provinces; to suggest to 
hospital and health agencies Studies which might be undertaken in their areas; to 
approach the Department of National Health and Welfare for increased bursaries 
to enable more nurses to be prepared for administrative posts; to give priority of 
support to the project on the Evaluation of Schools of Nursing; to promote in this 
50th Anniversary Year a fund for the establishment of a new and permanent Head- 
quarters for the Canadian Nurses’ Association. 


On the last day of the Convention and at a Special Session, Honorary Member- 
ship of the CNA was conferred on fifteen distinguished Canadian nurses, including 
six past Presidents of the CNA. At this Session, Honorary Membership of the 
Association was also conferred on the General Secretary of the ICN, who wishes 
to place on record her profound appreciation of this great honour. 


During the remainder of my time in Canada I was able to make several unofficial 
visits in Toronto, in Vancouver, in Victoria and in Montreal, travelling some 8,000 
miles from coast to coast and back again, meeting old friends and making new 
ones, examining briefly the programmes planned and in operation in the University 
Schools of Nursing of Toronto, British Columbia and McGill, and the various 
activities organized by the Headquarters of provincial associations in British Columbia 
and Ontario; “ feeling the pulse ” of the profession at the provincial as well as the 
national level. 


Our colleagues in the nursing profession in Canada live and work in an immense 
and growing country with a rapidly expanding population. In their many professional 
activities and responsibilities they have to contend with the problems of great 
distances and sometimes of geographical isolation; they have achieved a unity of 
thought and action with two races and two language groups, and despite their 
difficulties—indeed perhaps because of them—they have set an example of good 
professional co-operation within one association which many other parts of the 
world and other organizations might do well to emulate. 


One leaves Canada with the feeling of having lived for a while on the periphery 
of a great adventure. It is a gratifying and uplifting experience. It is due in no 
small measure to the quality of nursing and of the nursing profession to which each 
individual member feels a responsibility; and because this quality is of such high 
order, future progress both for the profession and for the country is assured, for 
** Now our time is come and we are ready.” 
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The Work of the Ethics of Nursing Committee 


M. E. CRAVEN 
Chairman, I.C.N. Ethics of Nursing Committee 


N 1947 the ICN Ethics of Nursing Committee, which had been in abeyance 
since 1939, was reconstituted with the late Miss G. V. Hillyers, 0.B.£., as 
Chairman. Her contribution to nursing will long be remembered by her colleagues 
and it was her untimely death which led to the chairmanship becoming vacant in 
1948. 

Miss Hillyers had laid the foundation of the Committee’s work and compiled 
a short Bibliography, and it was a great honour to be allowed to take up the task 
so ably begun by her. 

The membership of this Standing Committee of the International Council of 
Nurses is widely dispersed over the world and, at present, the members are as 
follows :— 

Sister M. Berenice Beck, Director, St. Mary’s Hospital, Racine, Wisconsin, U.S.A.; 

Miss Elisabeth Dillner, c/o Swedish Nurses’ Association; Mrs. S. P. Epstein, Principal, 

B.G. Alexander Nursing College, Johannesburg; Miss Yvonne Hentsch, Director, 

Nursing Bureau, League of Red Cross Societies; Miss Anita Marin, Direttrice Scuola 

A.S.V., Italy; Miss Athena Messolora, President, Hellenic National Graduate Nurses’ 

Association; Miss Gertrude Swaby, Sister Tutor, Kingston Public Hospital, Jamaica, 

B.W.1.; Miss Masu Yumaki, c/o Japanese Nursing Association. 


BIBLIOGRAPHY 


In the last ten years the Bibliography of Ethics of Nursing and related subjects 
has been gradually developed. The last revision was in 1955 when it was decided 
to divide the list into sections: (a) Ethics mainly relating to nursing, (b) History 
of nursing, (c) Law relating to nursing, (d) Religious books associated with ethics 
of nursing and (e) Miscellaneous. Flemish, French, German, Dutch, Norwegian 
and Swedish sections are listed separately, and an index of the titles has been added 
to the English section. 


ICN member countries have been asked to review the sections, periodically, to 
keep them up to date, and in 1957 it was decided that the Bibliography be reviewed 
by the Ethics of Nursing Committee every eight years. It is by no means complete 
and it has not been found possible to include annotations in every case. 


Help from Member Associations would be welcomed at any time in completing 
the details (for example: publisher, edition, and annotations where necessary). 
Copies of the Bibliography are available at ICN Headquarters. 


ETHICS OF NURSING 


It had been proposed that the subject of ethics of nursing be examined from 
an international angle in relation to the student nurse and the graduate nurse, and 
to complete such a study it was realised that information would be required from 
National Nurses’ Associations as to how the subject of nursing ethics was incor- 
porated in the basic nursing curriculum, how the teaching was carried out, and what 
was considered to be the best method of approach to the graduate nurse. 

It was felt that our first task was to find out what the term “ Nursing Ethics ” 
meant to each country and how they approached the subject, and to this end our 
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Committee submitted the following recommendation to the ICN Congress at 
Stockholm in 1949:— 


1. That a questionnaire be circulated in conjunction with other committees, to 
obtain relevant information; 


2. That an attempt be made to formulate a Code of Ethics for submission to 
the Board of Directors at the next Congress; 


3. That the National Association of each country be asked to compile a short 
annotated bibliography of the works on nursing ethics or on any subject 
which has a bearing on nursing ethics. 


In July, 1949, the International Council of Nurses, through the Executive 
Secretary, received a copy of a resolution adopted by the Executive Board of the 
World Health Organisation at its fourth session in Geneva. This resolution noted 
with satisfaction that the question of medical ethics was being studied by the World 
Medical Association with a view to the establishment of an international code of 
deontology. The WMA requested the Director-General of the WHO (1) to keep 
in close touch with this work, (2) to report on it to the fifth session of the Board, and 
(3) to bring this matter to the attention of the International Council of Nurses. 


The reference to the ICN was of great interest, emphasising as it did the close 
link between the medical and nursing professions. It was followed later by a request 
from WHO for a copy of the report of the ICN Ethics of Nursing Committee. 


When the World Medical Association met in London on 12th October, 1949, 
an event of deep significance to our profession, and to the work of our particular 
committee, took place: the adoption of an International Code of Medical Ethics. 


The view had been expressed that it would be impossible to apply a Code of 
Nursing Ethics to all countries in view of the differing laws and ways of life, yet, 
already, an International Code of Medical Ethics was an accomplished fact. This 
encouraged us greatly in our belief that although we could not hope to formulate 
a detailed international code which would be acceptable to everyone, we could, 
perhaps, obtain agreement on broad principles which could be interpreted by each 
country in the light of their own customs and laws. 


Meantime a questionnaire was drafted, divided into two parts to make clear 
the distinction between (a) the teaching of Ethics of Nursing and (}) the Code of 
Nursing Ethics. Twenty-nine questionnaires were sent out and replies were received 
from fifteen countries, and the following points were brought out in the replies:— 


THE TEACHING OF ETHICS OF NURSING 


1. Most countries include nursing ethics in the curriculum though not always as a 
separate subject. 


2. Student nurses are taught nursing ethics in various ways, by lectures, discussions 
and study circles. The trend was to incorporate ethics into every part of the 
theoretical and practical work, and in the latter it was stressed that example 
is the strongest single factor. 


3. In nearly every case some initial instruction is given in the preliminary training 
school or pre-clinical period, followed by a course in the third year, and in some 
instances each year. 
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4. The number of lectures given varies from 3 to 160 hours. Some schools give 5, 10 
or 12 hours; some give 10 in the first and 10 in the third years. It was pointed 
out “that schools have been urged to integrate rather than separate such 
teaching ”’. 

5. Outline of courses showed considerable variety and several were included in an 
appendix to our report. 


6. Generally speaking it would seem that the subject is not considered suitable for 
formal examinations. 

7. Nurses, physicians and ministers of religion may all co-operate in the teaching 
of ethical principles. 

8. The majority of countries felt that the content of the courses and the methods of 
teaching could be much improved. In particular more text books are required 
in the language of the countries concerned, and the need for post-graduate 
education in nursing ethics is recognised. 


From the replies received it is evident that many schools of nursing in different 
countries use the Florence Nightingale Pledge—a modification of the Hippocratic 
Oath, composed and named in honour of Florence Nightingale in 1893 by a com- 
mittee associated with the Farrand Training School for Nurses in Detroit, Michigan. 
The Chairman of the committee was Mrs. Lystra E. Gretter, R.N., at that time 
Principal of the School. The Pledge was first taken there by a group of graduates 
in 1893. IL am indebted to Miss Lucy D. Germain, Director, Departments of Nursing 
and Nursing Education, The Harper Hospital, Detroit, for further information about 
the Pledge, which was changed in 1936 and copyrighted by the Alumnae Association 
of the Farrand Training School of Nurses, and now reads as follows:— 

I solemnly pledge myself before God and in the presence of this assembly to 
pass my life in purity, and to practise my profession faithfully. 


I will abstain from whatever is deleterious and mischievous, and will not take or 
knowingly administer any harmful drug. 


I will do all in my power to maintain and elevate the standard of my profession 
and will hold in confidence all personal matters committed to my keeping and all 
family affairs coming to my knowledge in the practice of my profession. 

With loyalty will I aid the physician in his work, and as a ‘ missioner of health’ 
I will dedicate myself to devoted service to human welfare. 

In Roman Catholic Schools the Jean Mance Pledge is frequently used, and 
another Pledge is to be found in the book ‘“‘ Handmaid of the Divine Physician,” 
by Sister Berenice Beck, Director, St. Mary’s Hospital, Racine, Wisconsin, and a 
member of our committee. 


CODE OF NURSING ETHICS 

To the question ‘‘ What, in your opinion, is the best means of keeping the 
ethical aspect of nursing in mind in the case of graduate nurses,” replies confirmed 
the conviction previously mentioned that example is the strongest factor: ‘‘ A constant 
good example of ethical behaviour by directors, supervisors and others and their 
demanding and maintaining an ethical code of behaviour.” 

Countries were asked to forward a copy of any written Code of Nursing Ethics 
they might have adopted, and to the American Nurses’ Association falls the honour 
of having drawn up the first National Code for Professional Nurses, which was 
accepted unanimously by their House of Delegates in 1950. 
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Some seven years before this a Code of Ethics governing the Professional Conduct 
and Procedure of the Industrial Nurse was drawn up by the Public Health Section of 
the Royal College of Nursing of Great Britain and Northern Ireland. This has 
been in constant use since and has proved to be a most useful guide in a special’ 
field of nursing. Certain other countries sent in suggestions for a Code, and much 
information was received, including certain laws which had a bearing on nursing 
ethics, and court decisions involving ethics. All the material received was carefully 
studied. 


It had been suggested that the American Code for Professional Nurses would 
form a good basis for our International Code of Nursing Ethics and this indeed 
proved to be the case for the American Code embodied many of the suggestions 
made by member countries and was a most valuable guide. 


In presenting the draft International Code of Nursing Ethics due acknowledgment 
was made, and the Ethics of Nursing Committee was most grateful for the help 
received from many sources and in particular from the American Nurses’ Association. 


It was a thrilling moment when in 1953 I had the honour, as Chairman of our 
Committee, of presenting our Report and submitting the draft Code to the Grand 
Council. After some discussion agreement was eventually reached, and we had 
the great satisfaction of witnessing the unanimous adoption of the first International 
Code of Nursing Ethics. One delegate referred to this as an historic moment and I 
think all those present shared in the sense of achievement on that great occasion. 


INTERNATIONAL CODE OF NURSING ETHICS 


PROFESSIONAL NURSES minister to the sick, assume responsibility for 
creating a physical, social and spiritual environment which will be conducive to 
recovery, and stress the prevention of illness and promotion of health by teaching and 
example. They render health service to the individual, the family, and the community 
and co-ordinate their services with members of other health professions. 

Service to mankind is the primary function of nurses and the reason for the 
existence of the nursing profession. Need for nursing service is universal. Professional 
nursing service is therefore unrestricted by considerations of nationality, race, creed, 
colour, politics or social status. 

Inherent in the code is the fundamental concept that the nurse believes in the 
essential freedoms of mankind and in the preservation of human life. 

The profession recognizes that an international code cannot cover in detail all the 
activities and relationships of nurses, some of which are conditioned by personal 
philosophies and beliefs. 

1. The fundamental responsibility of the nurse is threefold, to conserve life, to alleviate 
suffering and to promote health. 

2. The nurse must maintain at all times the highest standards of nursing care and of 
professional conduct. 

3. The nurse must not only be well prepared to practise but must maintain her 
knowledge and skill at a consistently high level. 

4. The religious beliefs of a patient must be respected. 

5. Nurses hold in confidence all personal information entrusted to them. 

6. A nurse recognizes not only the responsibilities but the limitations of her or his 
professional functions; recommends or gives medical treatment without medical 
orders only in emergencies and reports such action to a physician at the earliest 
possible moment. 

7. The nurse is under an obligation to carry out the physician’s orders intelligently 
and loyally and to refuse to participate in unethical procedures. 
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8. The nurse sustains confidence in the physician and other members of the health 
team: incompetence or unethical conduct of associates should be exposed but only 
to the proper authority. 


9. A nurse is entitled to just remuneration and accepts only such compensation as the 
contract, actual or implied, provides. 


10. Nurses do not permit their names to be used in connection with the advertisement 
of products or with any other forms of self-advertisement. 

11. The nurse co-operates with and maintains harmonious relationships with members 
of other professions and with her or his nursing colleagues. 


12. The nurse in private life adheres to standards of personal ethics which reflect credit 
upon the profession. 


13. In personal conduct nurses should not knowingly disregard the accepted patterns of 
behaviour of the community in which they live and work. 

14. A nurse should participate and share responsibility with other citizens and other 
health professions in promoting efforts to meet the health needs of the public— 
local, state, national and international. 

At the meeting of the Board of Directors in Istanbul in 1955 it was recommended 
that ICN Member Associations should be asked to say to what extent the Code 
had been adopted in their countries, and the problems which, in their experience, 
had arisen in relation to it. This was our assignment for the 1957 Grand Council 
and once again a short questionnaire was circulated to National Member Associations. 
Twenty countries responded and much interesting information was received. 


1. Eighteen of the countries have adopted the Code. The American Nurses’ Associa- 
tion having adopted their National Code for Professional Nurses in 1950 had 
not formally adopted the International Code, but considered it important to 
publicize the Code to the nursing profession. 


2. The Code has been translated into the following languages:—Afrikaans, Danish, 
Dutch, Flemish, French, German, Greek, Icelandic, Italian, Japanese, Korean, 
Norwegian, Spanish, Swedish and Turkish. 


3. Nineteen countries have published the Code in their National Journals or through 
a Newsletter. 


4. The circulation of copies of the Code was difficult to estimate accurately, but 
it is known that at least 80,000 and probably many more copies have been 
circulated since the Code was published. 


5. The Code has been brought to the notice of graduate and student nurses in many 
different ways of which a few examples are given:— 


By means of editorials and articles in National Journals. Distribution 
of the Code by National and State Associations. Presentation of a copy 
on graduation or registration. Post-graduate courses and study days. 
Courses in Ethics of Nursing using the Code as a guide. Lectures, discussions, 
personal conference. Text books, Nurses’ Almanaes, Christmas Cards, etc. 


6. Few problems had been experienced. In two countries the Code had not been 
accepted nationally by the whole of the nursing profession. 


Two countries had experienced some difficulty in relation to advertising. 
The American Nurses’ Association had revised clause 10 of their national code 
in this connection and a complete report of the revision with explanations and 
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interpretations has been published in the American Journal of Nursing for 

November, 1956, page 1406. 

7. To the question “‘ Would a fuller interpretation of the Code be useful,” generally 
the feeling is that the present Code is clear and concise, and seventeen countries 
do not favour a fuller interpretation at present. It seems more appropriate 
that such interpretation should be undertaken nationally, if and when required. 

8. Amendment: there is no general desire for amendment of the International Code 
of Nursing Ethics at present. 

9. Seven main suggestions were received for the future work of the Ethics of Nursing 
Committee. After careful consideration three were selected by the Committee 
for consideration at the ICN Grand Council and Congress in Rome in 1957:— 
(1) The drawing up of a Pledge, based on the International Code of Nursing 

Ethics. 

(2) The preparation of a small booklet on nursing ethics, to embrace the 
principles of the Code, for teaching purposes. 

(3) An International Essay Competition, with the purpose of reaching individual 
members in the nursing field and increasing their awareness of the meaning 
and significance of ethics of nursing. The subject of the essay would be 
either one of the “ Watchwords”’ given by the Presidents of the Inter- 
national Council of Nurses at the closing session of the Congress, or a 
knowledge of the International Code of Nursing Ethics—how it could be 
brought into nursing schools, and ways and means of integrating teaching 
so that ethics can be included in all nursing subjects. 


These three projects were all approved by the Grand Council, and it was agreed 
that priority be given to the International Essay Competition. 


Consequently a request again went out to the National Member Associations 
asking for their help and co-operation in organising the competition. 


It is gratifying to learn that 28 countries are interested in the competition and 
have undertaken to make the necessary arrangements, i.e., to translate the conditions 
for the competition (if necessary), to publish them in their National Journals, to 
receive and judge essays nationally and to translate the winning essays into English 
(if necessary) and forward them to the ICN. 

National Nurses’ Associations are being informed of the arrangements from 
ICN Headquarters. The general conditions of entry for individual nurses are 
published on page 39 of this issue of the International Nursing Review. 

The object of the competition is, of course, to spread the knowledge of nursing 
ethics throughout the world, and, in particular, to bring the Jnternational Code 
of Nursing Ethics to the notice of the individual graduate nurses, and through them 
to student nurses. 

The fact that so many countries have implemented the Code, which has been 
translated into fifteen languages and widely distributed, shows that members are 
very much alive to the vital importance of fostering a high standard of nursing 
ethics. 

On behalf of my colleagues on the Ethics of Nursing Committee I would say 
how much we have appreciated the help and encouragement of the ICN National 
Member Associations whose willing co-operatiop has made our work possible. 
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Five years ago I said at the Congress in Brazil that the Committee’s aim had been 
to develop a Code based on broad principles which could be interpreted in the light 
of their own religion, customs and laws, and thus prove acceptable to nurses in 
all countries of the world. 


In the words of our report to the Grand Council and Congress in Rome in 
1957 “it is our heartfelt wish that in the course of time this Code will encircle the 
globe, and that in the future it may be said without exaggeration that through its 
National Members Associations and by means of this Code the International Council 
of Nurses has helped innumerable nurses to realise and understand the great ethical 
principles which underlie their chosen profession ”’. 


International Essay Competition 


A circular in the following form has been sent to all National Nurses 
Associations in membership with the ICN : 


CONDITIONS 

The International Council of Nurses, through its Ethics of Nursing Committee, 
announces an International Essay Competition in which GRADUATE NURSES 
of all National Member Associations in membership with the ICN are invited to 
take part. 


The Competition is designed to reach individual members in the nursing field 
and to increase their awareness of the meaning and significance of nursing ethics. 


For more than half a century, at the closing session of each International Council 
of Nurses Congress, the retiring President has given a “ WATCHWORD ”’ for the 
next four-year period. This has become a valued tradition for as one President, the 
late Baroness Sophie Mannerheim, has said: “‘ Words are not always solely words. 
Sometimes a word can be engraved on our hearts and be as a guide for our work.” 


The SUBJECT of the Essay is to be EITHER: 
One of the WATCHWORDS given by the ICN President; or 


2. The INTERNATIONAL CODE OF NURSING ETHICS, how it could be 
brought into nursing schools and ways and means of integrating teaching so that 
ethics may be included in all nursing subjects. 


The WATCHWORDS are as follows: 


1901—Buffalo Mrs. E. Bedford Fenwick WORK 
1904—Berlin Mrs. E. Bedford Fenwick COURAGE 
1909—London Mrs. E. Bedford Fenwick LIFE 
1912—Cologne Schester Agnes Karll ASPIRATION 
1925—Helsinki Baroness Sophie Mannerheim PEACE 
seat Mlle. L. Chaptal CONCORD 
russels 
1937—London Dame Alicia Lloyd Still LOYALTY 
1947—Atlantic City Miss Effie Taylor FAITH 
1953—Petropolis Miss Gerda Hojer RESPONSIBILITY 
1957—Rome Mlle. Marie M. Bihet WISDOM 
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CONDITIONS OF ENTRY 


1. The Competition is open to GRADUATE NURSES who are members of 
ICN Member Associations. If any question arises as to the eligibility of a contributor, 
the decision of the Panel of Judges shall be final. 


2. The Essay shall be typewritten on one side only of the paper and shall be of 
approximately 2,000 to 3,000 words. 


3. Each entry must be signed by a “ pen-name”. The name and address of 
the contributor must be enclosed in a sealed envelope and attached to the manuscript. 


4. The Essay must be forwarded to the National Nurses’ Association of the 
country concerned. 


5. National Nurses’ Associations have kindly undertaken to assist the Ethics 
of Nursing Committee in the following ways: 
(a) To translate (if necessary) the conditions for the Competition. 
(b) To publish them in their National Journals. 
(c) To receive completed essays. 
(d) To judge essays nationally by a National Judges’ Panel. 
(e) To translate the winning essays into English (if necessary) and forward them 
to the Headquarters of the International Council of Nurses. 
The closing date for National entries should be decided by the country concerned. 
National Nurses’ Associations are asked to forward NOT LATER THAN 
September Ist, 1959, 5 copies of each of the TWO WINNING ESSAYS ONLY. 
(1) ON A WATCHWORD; 
(2) ON THE INTERNATIONAL CODE OF NURSING ETHICS; 


or if one subject only has been selected, 5 copies of the WINNING ESSAY ONLY, 
to the General Secretary, International Council of Nurses, 1 Dean Trench Street, 
London, S.W.1., England, in an envelope marked: 


Competition, Ethics of Nursing Committee 


6. A PRIZE will be awarded for the winning essay (in each of the two subjects 
if both are selected by the National Association). Credit will be given in the case 
of those essays which give evidence of a knowledge and appreciation of fundamental 
ethical principles. 


7. The winning essays will be published in the International Nursing Review. 
NO ENTRY MAY BE SENT WHICH HAS PREVIOUSLY APPEARED IN 
PRINT. 


8. No Essay submitted may be published in any Nursing Journal or in any 
other form without the permission of the International Council of Nurses. Essays 
will be returned to the writers after the results of the Competition have been 
announced. For this purpose a self-addressed envelope should be enclosed with the 
original material, and the cost of postage refunded. 


9. The National Judges’ Panel should be chosen by the Member Association 
concerned. 


10. The International Judges’ Panel will consist of four members: 
The General Secretary, ICN; 
The Chairman and two other members of the Ethics of Nursing Committee. 
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Twenty Thousand Nurses Tell Their Story 


ETHEL M. JOHNS 
Editor, Just Plain Nursing 


HREE sociologists, Everett C. Hughes, pH.D., Helen MacGill Hughes, Pu.p., 

and Irwin Deutscher, M.A., M.S., have bravely undertaken to analyze nursing at 
a time when it is evidently outgrowing its own legal definitions. Based upon extensive 
and intensive research, their findings have now been assembled in a volume entitled 
Twenty Thousand Nurses Tell Their Story?. The project was undertaken under the 
auspices of the American Nurses Association and is published by the J. B. Lippincott 
Company. Its primary aim is to provide a basis for impovement in the quality of 
nursing service and patient care. 


The authors describe the book as “ shop talk of nurses about nurses and about 
the other people involved in their work’. They have been careful not to go beyond 
their assignment which was to report, within the scope of one book, the studies 
resulting from the original plan of the American Nurses Association to study nursing 
functions. No attempt was made to report upon the impressive amount of research 
done under the auspices. The studies upon which the book is based were all made 
between 1951 and 1957 and a complete list of them is incorporated in the text. To 
the surprise and admiration of the authors, these studies ‘‘ were all paid for out of the 
slim purses of nurses themselves ”’. 


The task of the authors was to collate, integrate, compare and contrast the results 
of studies, undertaken by different investigators, who examined various aspects of 
nursing in many parts of the United States. Although some of the investigators 
corroborated one another, there were instances of contradiction. After all, each was 
a study of a given time and place. But the authors are convinced that, while some 
findings may not match, they do shed light on the picture as a whole. 


From the outset, it was clear to the authors that nursing is an occupation in 
which the content and the boundaries are rapidly changing. One nurse may be at 
the bedside of a patient in a small hospital, while another is in charge of the operating 
room service in a great metropolitan hospital. A nurse may be the dean of a graduate 
school in a university. Or she may administer, hire and fire a staff of hundreds of 
nurses. A nurse may even wear the uniform of a brigadier general. But she is far 
more likely to resemble non-commissioned officers and other people of second 
rank “‘ who know more about the whole organization and are more sensitive to its 
workings than those at the very top ”’. 


Institutional nurses received the most attention although some scrutiny was 
also given to nurses engaged in such specialized fields as education, private duty, 
industry, psychiatry and obstetrics. A wide range of auxiliary personnel also came 
under the spotlight. Here are some of the questions that were put to all groups: 
Who does what? What are the satisfactions, dissatisfactions, attitudes and working 
relationships? What happens when responsibility and power are not in balance? 
At a time when there is so acute a shortage of nurses as to render it impossible to 
1 Reprinted by courtesy of J. B. Lippincott Company, Philadelphia, U.S.A. 


? Everett C. Hughes, pH.p., Helen MacGill Hughes, PH.p., Irwin Deutscher, M.A., M.S. Published 
by J. B. Lippincott Company, Philadelphia, U.S.A., $5.75, available through Pitman Medical 
Publishing Company, 39 Parker Street, London, W.C, 2., England. 
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find sufficient staff for the vast new hospitals rising in every city, these questions have 
an urgency that cannot be denied. Now, more than ever before, when people are 
really ill, they are obliged to enter a hospital. What is to be done if the necessary 
three shifts of nurses cannot be found? There is nothing academic about a question 
like that. 

The authors found that in hospitals, more than in other comparable institutions, 
the people who work in them are sorted into publicly acknowledged ranks. “ All 
hospitals insist upon certain forms which impress upon the personnel the hierarchy 
—always autocratic to some degree—in which they live and work. For the special 
thing about a hospital is that the decisions made within its walls are often desperate, 
none the less so because they are made daily, even hourly. Therefore, if its organiza- 
tion is almost military, it is precisely for the reason that, like the army, it deals in 
danger and death.” It is distinctly encouraging to find that the authors understand 
the inescapable situation with which every hospital administrator is confronted. 
It is surprising to find that although rank, titles and badges may imply subservience 
and obedience, they appear to be accepted without any strong resentment on the 
part of the personnel. In fact they were regarded by most of them as indicative of 
the part which each in his own station assumes in the work of the whole hospital. 
Symbols of deference, such as standing when a physician enters the ward, are no 
longer demanded but among a group of nurses graduated since 1950 more than half 
think them to be desirable. 


THE FORMATION OF GROUPS 

The attention of the authors is by no means confined to the conventional charts 
intended to illustrate the official chain of authority. Reference is made to what they 
call “* the we feeling ” that tends to the formation of groups, informal in character, 
which are likely to come into being when some of the staff are itinerant while others— 
the old faithfuls—stay on year after year in order to hold on to the comfortable 
berth they have acquired simply by staying on the job. These are the home guard and 
they go far towards setting the tone of the hospital and its public opinion. Further- 
more, they can sometimes make or break authority. Several studies indicated that 
long residence in the nurses’ home, rather than long tenure in the hospital, seems to 
be the ticket to a place on the home guard and that circumstances conspire to entrench 
the older nurse in it. 


In one very large hospital, however, a very different sort of home guard came 
under scrutiny. It, too, was based on “ the we feeling ” but in this instance took the 
form of a “‘ care group ’’, composed of nurses concerned with the highly skilled care 
of certain patients as contrasted with nurses engaged in administrative and so-called 
paper work. The authors point out that a parallel may be found in the Navy where 
the sea-going officer enjoys more prestige than the desk man of comparable rank. 
“‘ Fortified by a very high morale, the home guard nurse may openly resist an 
innovation, or, on occasion, defeat it silently, while appearing to acquiesce. Uncom- 
monly able nurses, they stand together like members of a lodge or a sisterhood ”’. 

While a set-up of this sort never appears on the official organizational chart, 
where power is attributed to the “ paper workers ”’, it may affect the climate of 


opinion throughout the whole institution. The authors do not think that home- 
guardism is altogether a bad thing since it may ensure better care for the patient. 
They admit, however, that it has formidable potentialities and that by means of 
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intrigue and self-arrogation of authority it may create serious difficulties for those 
upon whom ultimate authority rests. In any case they regard it as an important 
element in hospital environment and probably an inevitability in one form or another. 
No matter how the organization is planned, the web of attachments and loyalties 
within the group provides for rewards and punishments that are none the less effective 
for being unofficial. Research indicates that the small hospital tends to blur distinc- 
tions in rank, perhaps because the whole staff is more directly concerned with the 
patient. Groups such as the home guard are more likely to develop in large hospitals 
where sheer bigness seems to constitute a divisive force. 


In one of the monographs upon which the book is based, nurses were subjected 
to an analytic process which divided them into three groups: the professionalizer 
the traditionalizer and the utilizer. The characteristics of each category were then 
described as follows: The professionalizer is not activated by devotion to an ideal. 
She does not place emphasis upon the care of the patient as a person but upon the 
things that must be done if the problem of healing is to be solved. Her case rests on 
knowledge—the application of rational faculties to experience. She is directly 
attuned, therefore, to medical science. She does not take kindly to work in small 
hospitals. 

Next comes the traditionalizer who is thought to have a strong sense of dedication, 
expressed in a philosophy that present success is based on the lessons of the past. 
She does not believe that knowledge may be tentative and modifiable in use and her 
basis for action is the accumulated experience of former generations. Her stance is, 
therefore, negative and defensive. “‘ Her orientation to the future is bringing back a 
situation’. The new is suspect. Incidentally, she is said to be strongly opposed to 
delegating bedside care to auxiliaries unless they are closely supervised. 


Then comes the utilizer whose task begins with her entry into the hospital and 
ends with the change of shift. Her stance is that of relative indifference although 
she may feel that competence of performance helps to get the work done. Her 
working philosophy can be summed up in three short words: “ It’s a job”’. 


However much one may deprecate this sharp differentiation, it must be admitted 
that it has a certain validity. The portraits are disconcertingly lifelike. The authors 
are completely justified in suggesting that further exploration of all three types might 
yield worthwhile results. 

More than twenty years ago, auxiliary groups made their appearance in the 
hospital and have now become a recognized part of the nursing service. Some 
general trends are discernible which indicate that bedside care is no longer the principal 
occupation of the professional nurse and that the higher she rises in the hierarchy 
the less does she see of the patient. It may seem ironical that the better educated the 
nurse, the less the patient comes into direct contact with her. By force of circum- 
stances beyond her control, she becomes an administrator, an organizer or a teacher 
and, by default, the practical nurse takes over the task of beside care. The authors 
found this to be the case in hospitals all over the country, though unevenly. “ It 
happens piecemeal.” 


Nursing educators spoke of this situation as chaotic but found it difficult to set up 
any hard and fast division between the various groups. Even among the auxiliaries 
there was little agreement as to the tasks that might safely be assigned to them. The 
giving of medicines used to be a dividing line but when the nursing service is heavy 
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it is now not unusual to find practical nurses administering hypodermic injections or 
even starting transfusions. It seemed to the authors that neither administrators 
or educators in the higher ranks were fully aware of the real situation. They cling 
to conventional ideas and prefer to think that professional nurses are carrying out 
procedures now performed by practical nurses as a matter of routine. 


On the other hand, educators sometimes add to the confusion by insisting that 
professional nurses should accept sole responsibility for tasks that supervisors have 
long been willing to assign to practical nurses. It is suggested that supervisors are 
realists, faced with the necessity of managing with whatever staff they have, and learn- 
ing to make do with it. As a result, the practical nurses are entrusted with difficult 
procedures and the professional nurses are reserved for duties that no one else can 
possibly undertake—among them those which were once performed by medical 
men. More than one harassed head nurse confessed that she was sometimes driven 
to entrust medications to a practical nurse whom she knew to be likely to make mis- 
takes in administering them. 


THE VULNERABLE FRONTIERS 


The authors contend that the frontier of duty between the professional nurse and 
the physician is almost as vulnerable as that between her and the practical nurse. 
He sometimes forces her to exceed her authority and then subjects her to the risk of 
undermining her position if she fails. ‘To be upgraded momentarily because it is 
convenient, that is to be made to do things beyond one’s status, can be even more 
painful than to be downgraded; and how can she be sure that the doctor will not 
turn on her and accuse her of trying to practice medicine? . . . If she has left the 
bedside it is because the doctor has filled her time for her in other ways.” 


By way of conclusion, the authors suggest that nursing, as at present constituted, 
is rapidly becoming a catch-all for all sorts of activities which, while widely differing 
from one another, are more or less associated with it. They consider it possible that 
several distinct occupations may be evolving within it and will eventually break 
away from it altogether. They also think it would be desirable that the persons 
engaged in such occupations should not be called nurses. If, as seems likely, this 
should come to pass, which group has the logical right to lay claim to that honorable 
title? Would it not be the woman who, at the bedside, gives the patient skilled 
nursing care? This is the primary, indispensable duty from which all other nursing 
activities have stemmed. Yet, if this book is valid (and there can be no doubt that 
it is) all too many professional nurses are unwilling to undertake it. 


What can be done about it? The American Nurses Association has made a 
good beginning by seeking a frank and authoritative diagnosis. There have been 
many excellent studies of nursing but none more challenging than Twenty Thousand 
Nurses Tell Their Story. The authors have gone to the root of the matter and with 
clarity and sympathetic insight have told us where we stand. This book is no cut 
and dried collection of statistics and academic theories—it is a human document. 
The authors make no attempt to solve our problem for us. How could they? They 
are not physicians, or nurses, or hospital administrators—but they are sociologists, 
and competent ones, too. 

Knowingly or not, they have nevertheless given several clues that might lead to 
a solution. They have made it abundantly clear that we cannot grind with the 
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water that is past and that we cannot expect nurses whose principal interest is either 
in education or administration to be content with bedside nursing, There are none 
too many of them anyway and it would be a waste of their special abilities if they 
were to try to engage in it purely from a sense of duty. Where then are we to look 
for women who will take over this task and find complete and abiding satisfaction 
in it? Leadership will be required in this field as in every other. 


Is it possible that among the ranks of the general duty nurses we may find what 
the book rather quaintly calls “ the traditionalizers ”? These may be the very women 
that are needed in the present crisis. By character and temperament, they are not 
fitted to become teachers or administrators nor do they wish to be either. Their 
special skills and knowledge are of a different order and they find full scope for both 
in giving nursing care to individual patients. They are perfectly willing to work with 
auxiliaries provided close supervision is ensured and they are eminently capable of 
making sure that it is. 


If appropriate status were accorded them, might not these women develop a 
sense of pride “ a we feeling,” that would encourage them to look toward the future 
rather than to the past—a future in which their contribution would be as highly 
valued as that of any other nursing group? A home guard such as this would be 
no threat to constituted authority—it might even become a pillar of it. Its morale 
would be high for it would be based on a special competence in a difficult art. 


As these words are written, a quotation (whose source we cannot trace) comes 
to mind: “‘ They shall not sit in the high places at feasts and in the council chamber 
shall their voice not be heard. Yet without them shall a city not be inhabited for in 
the handicraft of their work is their prayer ”’. 


Controversy on Cancer Control 


S communicable diseases lose their leadership in the mortality tables, cancer 

has gained recognition as one of the world’s important public health problems. 
It attracted an attendance of some 2,500 physicians, surgeons and radio- 
therapists from 63 countries to the Seventh International Cancer Congress held in 
London, England, from 6th—12th July 1958. Evidence of the increased international 
interest in the subject can be seen when this attendance is compared with that of 
thirty years ago, when the delegates only numbered a couple of hundred. 


In the intervening years much progress has undoubtedly been made in the 
diagnosis and in the treatment of cancer. Some 400 papers read at the VII Congress 
summarised the most recent clinical and experimental research which has been 
undertaken, and in doing so covered much detailed ground only of interest to those 
in that field of work. 

The paper read by Professor L. Kreyberg of Norway on lung tumours was of 
wider interest. He described his findings by distinguishing between two groups. 
Group I, caused by external irritants, such as nickel, chromium, asbestos, radon 
and tobacco smoking, had increased fifteen times in the last twenty years. The 
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incidence of Group II tumours on the other hand had remained relatively stable and 
were found to occur equally in men and women and regardless of urban and rural 
areas or of occupation. A comparison between the ratio of these two groups may in 
future provide an important basis for assessing changes in the pattern of lung cancer 
in the population. The distinction is also important for the renewed emphasis it 
gives to the reasons behind the increase in cancer, and the preventive action that 
can demonstratively be taken against the causes, where these are external irritants. 


PREVENTIVE ACTION 


Preventive action for other types of cancer was a major topic at the Congress 
and the clash between what can broadly be described as the American and the British 
points of view on cancer control programmes is of interest and importance to nurses. 
Dr. John R. Heller, the Director of the National Cancer Institute in the US Public 
Health Service claimed there was no evidence that efforts to familiarise lay people 
with the seven danger signs of cancer, had produced cancerphobia. Cancer education 
had, on the contrary, been responsible in large measure for the gains achieved in 
America. Dr. Heller described the use of the exfoliative cytologic test for uterine 
cancer case-finding and reported that among 108,000 women to whom the test was 
given, 800 cancer cases had subsequently been diagnosed, 90 per cent of which had 
previously been unsuspected. Research on the use of exfoliative cytologic tests in 
case-finding for other types of cancer was being launched and if successful would be 
a decisive blow against cancer in the US, he said. He went on to point out that 
research had shown that one half of all cancers involved sites which are accessible 
to direct examination. If, therefore, the patient could be brought to the doctor 
through cancer detection clinics or directly at an early enough stage, one in two of all 
cancer patients could be saved. 


Professor Windmeyer, of the Middlesex Hospital, London, England, in a forth- 
right paper disagreed with this view. He insisted that a cancer control programme 
must be based on the truth. Catchy slogans such as “‘ Cancer is curable’ were 
manifestly not true, nor was it correct that if caught “ early ” cancer could be cured. 
In practice there were often no symptoms at an “ early” stage for cancer occurring 
in many of the most lethal sites such as the stomach. Furthermore the malignancy 
of the tumour itself, not the delay in treatment, was of far greater importance in 
Professor Windmeyer’s opinion. In cancer of the breast and of the stomach a 
difference could be found in the degree of malignancy and of curability between two 
individuals who had a similar type of tumour in the same site. The Professor added, 
however, that in the case of the less malignant conditions delay may impair ultimate 
recovery, and ample evidence can be found to show that improved survival rates 
are due to better treatment methods, including better nursing. 


Professor Windmeyer criticised the usual type of cancer education because 
he believed it must ultimately lead to the replacement of ignorance by fear. Lay 
propaganda would not, he said, make any difference to the cancer cure rate by 
finding more patients when the disease was still localised. The aim of an educational 
programme should be far more limited: the dissipation of prejudices and fears and 
of the superstition that cancer is always fatal and painful. To be successful, cancer 
education must be part of the general health programme and such education called 
for the most rigorous control. 
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Northern Nurses’ Congress 


MAJT RABO 
Assistant Educational Director, State College of Post-Basic Nursing Education, Sweden 


GERDA ZETTERSTROM 
Mental Nursing Officer, Royal Medical Board, Sweden 


A GAY and friendly Copenhagen gave about 2,000 nurses from the northern 

countries a big hug during a sunny week in July. “ A Healthier Community ” 
was their theme as they met to discuss current problems as members of the Northern 
Nurses’ Federation. 


The Federation was first discussed at the ICN Congress held in Cologne in 
1912, when the nurses of the northern European countries decided to found a federa- 
tion of their own to discuss mutual problems. The founding of the federation was 
however postponed until 1920, when the Danish Council of Nurses issued an invitation 
for the first meeting to be held in Copenhagen. 


The nurses’ associations in Denmark, Finland, Iceland, Norway and Sweden 
now have membership in ‘‘ Sjuksk6terskors Samarbete i Norden (SSN),” in English: 
the Northern Nurses’ Federation (NNF). The official languages are Danish, Nor- 
wegian and Swedish. These languages are different from one another but not to 
such an extent that there are any great problems in understanding each other. 


The governing body is the Board of Directors with the Executive Board 
responsible for conducting the activities of the NNF. The Federation has standing 
committees on the following subjects: Public Health Nursing, Nursing Service and 
a Equal Rights for Northern Nurses, Professional Problems and Public 

elations. 


The purpose of the NNF is to work for higher professional, ethical, social 
and cultural standards for nurses; to improve the quality of nursing care to patients, 
to promote health and prevent illness, through a dynamic public health programme 
which is continuously reviewed and revised to meet present needs. 


But the main objective of the NNF has been and still is basic and post-basic 
nursing education. Study groups, workshops and seminars are part of the programme 
for the member organizations. The NNF also has a scholarship fund for nurses 
who wish to study in other northern countries and awards are given to the countries 
each year in alphabetical order. The inter-northern exchange of nurses has been 
included in the NNF programme for several decades and is steadily growing. 


Congresses are held every fourth year. At these events resolutions are often 
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passed and submitted to State Departments of Health and to other official authorities 
and to the Press, thus enabling the voice of the northern nursing professions to be 
heard. The Federation was aware exceptionally early of the importance of opening 
its doors to the general public, so that nursing aims and problems should be known. 


Public relations also received due attention at the Congress in Copenhagen. 
Through newspaper articles people in all the northern countries were kept informed 
daily on the questions discussed at the Congress. Radio, television and film 
programmes were also arranged. Internal information was also extremely well 
arranged and included a daily Congress Newspaper. 


The opening session was grand, warm and gay. The largest hall in Copenhagen 
was filled with keenly expectant nurses when Queen Ingrid of Denmark entered. 


After magnificent orchestral music and warm words of welcome from Miss 
Maria Madsen, President of the NNF and of the Danish Council of Nurses, and 
from Miss Marie Odgaard, Vice-President of the Danish Council of Nurses, the Queen 
spoke. She recalled that her first official task as Crown Princess was the opening 
of the fifth Nordic Congress in Copenhagen in 1935. In her speech she stressed the 
importance of good nursing education to prepare the nurse to meet the patients 
needs—not least the psychological needs. It was typical that the first Lady of 
Denmark should have emphasized the importance of the therapeutic value of a good 
smile, for the Danes are well-known as a smiling people. The Queen’s competent 
and pleasing speech was highly appreciated, and everybody was therefore delighted 
when Miss Madsen presented her with a badge in gold and enamel with the five 
northern swans—the symbol of unity between the northern nurses. 


After greetings from representatives of official authorities the President of the 
ICN, Miss Agnes Ohlson, was greeted with enthusiasm by all the northern nurses, 
when she spoke in fluent Swedish. 


The principal speaker was the Cabinet Minister for Church Affairs, Mrs. 
Bodil Koch. She pointed out that the development of the nursing profession in 
Denmark, from the end of the last century until the present time, presented a good 
picture of the Danish cultural history. This Congress opened new perspectives and, 
as an outsider, she was amazed that nurses were going to discuss such topics as 
independent research, work simplification and the obligations of nurses in society. 
She hoped that women in the northern countries would inspire each other to partici- 
pate in political life so as to create a healthier community. Women must open their 
minds to the world around them so as to be able to accept responsibility and contribute 
to community life, even though this demands courage today. The opening session 
culminated in a lovely cantata. 


At huge Congresses one is apt to become passive so it had been decided that 
group discussion should be arranged during two days. In various places in the city 
small groups of nurses met to discuss in detail subjects they had chosen before the 
Congress. The group work was carefully prepared by the Danish Council of Nurses, 
which. had asked Dr. Magda Kelber, the international expert from Germany, to 
prepare, leaders and participants in the method. In addition to “‘ The Obligation of 
Nurses in Society ” and subjects concerned with the nurses’ participation in research 
and work simplification, four more discussions were held. They were concerned 
with the influence of medical science on the work of nurses, hospital infections, 
staffing problems and rehabilitation. 


As a result of these discussions three resolutions were passed. 


The first stressed the importance of the participation of nurses, at an early stage, 
in hospital planning. To be able to do so, this subject should be compulsory in both 
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Queen Ingrid of Denmark, accompanied by Miss Maria Madsen, President of the Northern Nurses Federativn and of 
the Danish Council of Nurses, at the opening of the Federation’s Tenth Congress in Copenhagen. 


Maj-Lis Juslin; Kyllikki Pohjala, second Vice-President of the I.C.N.; Agnes Ohlson, President of the ICN, 2d Maria 
Madsen, President of the Northern Nurses Federation, at the Tenth Congress of the NNF in Copenhagen, | :nmark. 


‘ 


OcTOBER, 1958 


basic and post-basic nursing education. Scholarships ought to be given to enable 
nurses to study hospital planning, and seminars should be held, together with other 
groups concerned with the matter. 


In the second resolution the Congress expressed the wish that specially educated 
nurses should be employed as consultants in all branches of public health and in 
institutional care. 


The third resolution was concerned with the necessity of a change in taxation 
legislation to make it profitable for married nurses to carry on their profession. 


The Congress participants, divided into about 50 groups, visited different parts 
of the country by train, car, boat or bus. Every group returned extremely pleased 
with the day they had spent learning more about the culture, the landscape and the 
health and medical institutions of Denmark. Some were thrilled by the journey to 
the place where Hans Christian Anderson had lived and written his immortal fairy- 
tales, other by the opportunity to study the planning of the houses of our forefathers 
—the Vikings—or were impressed by the Danish public health organizations or 
hospitals. One group visited the new building for post-basic nursing education at 
Aarhus University and enjoyed the atmosphere of the lovely old town. 


At the solemn closing ceremony of the Congress Miss Ellen Broe,’ Director of the 
Florence Nightingale Education Division of the ICN, skilfully presented the conclus- 
ions of the group reports and after several votes of thanks, a cavalcade of nursing 
history and some orchestral music, the Tenth Congress of the Northern Nurses’ 
Federation was ended. But still ringing in our ears are the words from the choir of 


nurses at the opening ceremony”. . . five are the Northern fingers and one is the 
Northern hand ”’. 


News of Nursing Journals 


INDING out what readers really want is one of the most difficult parts of an 

editor’s job. Nurses seem to be particularly backward in taking up their pens to 
complain and almost as reticent in sending their own comments on current nursing 
problems. When it comes to replying to a questionnaire it is a different matter. 
Three nursing journals have recently sent questions to their readers and the response 
has been unexpectedly good, by ordinary publishing standards. 


INTERNATIONAL NURSING REVIEW QUESTIONNAIRE 


The International Nursing Review sent out its questionnaire in January 1958. 
The replies to the questions, which concerned a new cover design, the choice of 
languages, both on the cover and for the contents, are shown in this table: 


FRONT COVER Yes No LANGUAGES 

There should be more The contents of each Review should 
than one language on include articles in the following 
the cover _..... ww 162 134 languages: 

The cover should include Yes No No reply 
a picture «43 English __..... 310 0 25 

The colour of the cover French __...... 272 5 56 
should change with German... 212 23 102 
each issue... .... 156 126 Spanish _.... 164 35 113 
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One thing is quite clear; almost everybody would like the cover to include a picture. 
A number of interesting suggestions were put forward on the type of picture that 
was wanted; pictures with a professional interest were particularly asked for. The 
choice of a photograph from each member country in turn was among the suggestions 
with one reader asking that a nurse in national uniform should appear on the cover, 
the honour to be given to each country in rotation. Another suggestion was the 
incorporation into the cover design of the President’s Badge, presented at the 11th 
Quadrennial Congress in Rome, 1957. 


A number of readers felt that whether there should be a photograph on the cover 
and which languages should be included would ultimately have to depend on general 
design problems. Only a slight majority were in favour of the addition of further 
languages to the cover. Those who commented against it were afraid that such an 
addition would spoil the general appearance which they evidently find pleasing at 
present. Those in favour felt more languages would be a courtesy towards the non- 
English-speaking countries, even if it were not possible to give the added languages 
equal prominence. 


Many readers evidently believe that a change in the colour of the cover automatic- 
ally adds to expense. In fact, it is no more expensive to have a red cover than to have 
a green cover. Perhaps if this had been generally realized, the balance of replies 
would have been rather different, with more than a slight majority in favour of a 
change of colour. A considerable number of readers suggested that the colour of 
the cover should change annually, rather than with each issue. 


From the replies to the question on the languages to be used for the contents of 
the Review, it is quite evident that publication in more than one language is very 
much appreciated. Not a single reader wished the Review to omit English as one of 
the Review languages, and only five readers considered that French should not be 
included. Rather more felt that German should not be included. Spanish had a 
very high vote, when it is remembered that when the questionnaire was sent out no 
articles had been published in Spanish in the Review since 1939. 


A careful tabulation of the replies has shown that contrary to expectation, 
readers have not automatically listed their own language as the only language in 
which they consider the Review should be published. A number of subscribers, 
particularly from the United States, felt that the languages in which the Review is 
published should be related to the demand from subscribers using that language. 
Some readers felt that separate editions for each language would be helpful and would 
also reduce the bulkiness of the Review. Some readers, however, enjoy the opportunity 
to read contributions in more than one language. Rather fewer readers suggested 
the revival of a practice used in the Review prior to 1939: namely, the publication of 
a short resumé of each article in the other languages. An alternative suggestion 
was the use of English as the major language, with other languages appearing in 
rotation. Suggestions for the introduction of languages not mentioned on the 
questionnaire included Arabic (from the Persian Gulf). Russian or Polish, a Scandin- 
avian language or Finnish, were suggested from the United States—but not from the 
countries in which these languages are the local means of communication. 


The general appearance of the Review brought many compliments. The use of 
a matt paper was welcomed by several readers and the neat appearance of the binding 
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was found useful. An annual index was requested, and this has already been com- 
menced. A number of comments were made on the type of material which is 
welcomed. ‘“ Around the World ” is clearly popular and several countries asked for 
more pictures. An interesting suggestion was the inclusion of a quotation from a 
famous philosopher or religious leader from each of the principal civilizations. 


The Editor of the Review has found the many suggestions most helpful, and a 
number of them have already been incorporated in plans for the future, yet it is 
gratifying to find that readers in so many different countries insist they “ like it as 
itis!” 


NURSING TIMES READERSHIP SURVEY 


The Nursing Times survey was conducted through a questionnaire, sent out on a 
postage paid reply form, to each member of the Royal College of Nursing (of which 
the Nursing Times is the official journal). The questionnaire was designed to take 
about five minutes to complete, and was evidently welcomed as a lively idea to obtain 
readers’ comments. 


One section was devoted to the journal’s regular features such as the “Editorial ” 
and book reviews. Readers were asked to check one of three columns: “* Always 
Read,” “‘ Sometimes Read ” and “ Never Read”. It was encouraging to find that 
the “‘ Editorial ” was the feature most frequently marked “‘ Always Read”. It was 
closely followed by “Correspondence” and the new provocative column by 
Wrangler, “ Talking Point ”’. 


The second section was devoted to an analysis of the order of preference of 
different types of articles. Clinical articles, by both nurses and doctors, sprang 
into the lead here. There is, without a doubt, a very wide hunger for factual articles, 
particularly those written by nurses themselves. Nursing abroad also proved a 
popular theme, but readers again asked for information about actual nursing con- 
ditions rather than accounts of journeys and hospitality received. 


Replies incidentally were received from many parts of the world; from Ontario 
and Oslo, Geneva and Johannesburg, Kenya and Dunedin, to name but a few. 


A short section devoted to the length of reports of statutory bodies and profes- 
sional organizations demonstrated quite clearly that official reports are wanted, but 
not in a shortened form. 


A blank page at the end of the questionnaire invited comments, and perhaps 
this was the most interesting section. The remarks, some of which extended to 
several extra pages, have been by far the most valuable part of the survey to the 
editorial staff. The questionnaire was anonymous to allow complete freedom of 
comment, but the readers’ present position was asked for; (as they were returned 
the questionnaires were sorted into groups such as matrons, public health nurses 
and others). From the comments, which, without exception, were made in the 
friendliest possible manner, and often with wit and astringency, much interest 
has been derived. In many instances they have also shown the attitude of the nurse 
to her profession. The very real desire for more clinical material, more facts, more 
critical comment as well as for things of the spirit, was repeatedly expressed. An 
impatience with empty words and shibboleths was indicated again and again. 

51 


3 
{ 
J 
| 
7 
{ 4 
| 
; 
) 
L 
5 
} 
| 
3 
| 5 
i 
j 


INTERNATIONAL NURSING REVIEW 


The comment “ full of interest, but there is so little time to read it” became 
almost monotonous. It is clear that, as yet, the nurse does not regard her profes- 
sional journal as a real and essential tool of her trade, and that it is not yet an accepted 
fact that, like her mind or her pen, her professional journal should be used on duty 
as well as off. 


Perhaps it is not surprising that readers do not realize to the full the limitations 
which advertising must necessarily place on a journal with a wide circulation. Readers 
repeatedly asked that the number of advertisements should be reduced and that all 
advertising matter be put at the back of the book. Ifa weekly journal of this nature 
is to be available to nurses at a low cost, such ideas, are, unfortunately, impracticable. 


Many readers welcomed the style, standard and readability of the Nursing Times 
because it gave them a weekly guide to good nursing, presenting news, comment and 
pictures in an intelligent and dignified form and stimulating nurses to look critically 
at themselves, their work and the profession itself. 


One reader reports that she had learnt more about the organization of the pro- 
fession, in all its branches, than she had previously dreamt could exist, and another 
spoke of the Nursing Times highly responsible leadership of opinion. 


A READERSHIP SURVEY OF THE CANADIAN NURSE 


Twenty-five or even ten years ago, the individual members of the nursing profes- 
sion in Canada were only vaguely concerned with efforts to publicize their work, 
their programme, their problems. The theory that every nurse had an important 
part to play in developing an informed public opinion was utterly foreign. Indeed, 
few of the nurses concerned themselves with the many and varied aspects of their 
profession’s development. Their attitude was “‘ Leave it to the ‘ old girls’ who are 
running things ”’. 

Today that situation has been changed very materially. There is a growing 
recognition of the fact that good public relations is every member’s responsibility. 
However, the nurses must get their facts straight from a reliable source—internal 
public relations—before they can effectively pass on information to the general 
public—external public relations. In Canada the obvious “ reliable source” for 
authentic information about nursing affairs is the official organ of the Canadian 
Nurses’ Association, The Canadian Nurse. In order to determine the members’ own 
estimate of the value of The Canadian Nurse as a public relations tool, the journal’s 
Editor reports that a readership survey was conducted by the National Public 
Relations Committee in November, 1957 and the results released at the Canadian 
biennial convention in June, 1958. 


With the assistance of the Association’s Public Relations counsel a questionnaire 
was developed based on the content of the October, 1957 issue. A group of inter- 
viewers were organized in each province. Each interviewer was assigned a small 
number of subscribers whose names were chosen in a completely unbiased manner 
from the mailing lists in the Journal office. 


Originally it was planned to question approximately three per cent of the total 
number of names on the mailing list. Due to a variety of circumstances beyond the 
control of the Public Relations Committee, the actual number of completed question- 
naires was considerably below this percentage. A total of 478 nurses were interviewed 
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of whom 85 per cent or 406 had noted at least some parts of both the editorial and 
the advertising content. An analysis of the findings has proved both interesting and 
instructive. 
The interview, which took about an hour to complete, provided answers under 
the following headings: 
1. Not noted 
2. Had noted but did not associate with any particular theme or subject 
matter. 
3. Had seen associated, which meant the respondent had seen the item 
and associated it with the theme and discussion. 
4. Read it most, which meant the respondent had read 50 per cent or more 
of the reading matter. 


In a summary of the Survey, such as this brief report, a complete statistical 
report would be too space consuming. Some interesting items can be reported how- 
ever. An article explaining the Test Pool Examination compiled by the American 
National League for Nursing and currently in use in several parts of Canada was 
skipped by only 19.2 per cent, was “‘ seen associated” and “read most” by 60.5 
per cent. Only 10.1 per cent did not note an illustrated article entitled, “‘ Fire and 
Helpless People ”; 47.5 per cent read most of it. “‘ New Drugs and Drug Therapy ” 
was read in full by 50.4 per cent. 


Unhappily for our theses that their Journal is a good tool of internal public 
relations, the monthly release from the National Office of the Canadian Nurses’ 
Association was omitted by 46.7 per cent, read most by only 23.5 per cent. The 
least interest was shown in the review of current textbooks which were seen 
associated by only 9.0 per cent, read most by 18.5 per cent. 

From these answers several worthwhile lessons can be learned: 

1. Nurses are attracted to articles dealing specifically with aspects of the 
work they are most interested in and best qualified to perform—comprehensive 
nursing care. 

2. Articles on professional matters that are of immediate concern to the 
nurse will be read. Those dealing with association affairs or nursing problems 
in general must somehow be made more appealing if they are to be read. 

3. The readers, on the whole, appear to examine the articles fairly closely. 
Since 86.2 per cent of those questioned stated that they keep their copies for 

reference purposes, it is obvious that it is regarded as a valuable professional adjunct. 
The goal of the editorial staff of The Canadian Nurse is to make the Journal increas- 
ingly useful to the thousands of subscribers. 


AMERICAN JOURNAL OF NURSING 
Miss Barbara G. Schutt has been appointed Editor of the American Journal of 
Nursing. She succeeds Mrs. Edith Patton Lewis who has undertaken editorial 
responsibility for the Magazine until a permanent editor could be appointed. Miss 
Schutt has served as Executive Secretary of the Pennsylvania Nurses Association 
and has held a number of nursing appointments. Her career has also included a 
period in the Army Nurses Corps. She has served on a number of ANA committees 
and was a member of the American Journal of Nursing Company’s Board of Directors 
at the time of her appointment. 
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Reforms in Nursing Education in Belgium‘ 


MARIE M. BIHET 


First Vice-President of the International Council of Nurses. Directrice of the Institute Edith 
Cavell—Marie Depage and of the Belgian School of Nurses, Brussels. 


HE growing demand for nursing care poses important problems, touching on 

the quality and the number of nurses required to meet the demand. 

Social, moral and financial factors exert their influence on these problems to 
which experts in nursing, doctors, sociologists and governments are seeking, with 
more or less satisfactory results, to find a solution. 


A recent revision of the framework of the nursing services in Belgium goes to 
the root of the real causes of dissatisfaction with nursing as a career: the lack of 
personal satisfactions available to members of the profession, because it is said 
that nursing demands a highly dedicated character. 


Every worker has the right to expect two kinds of satisfaction: 


(1) the direct satisfaction obtained from particularly demanding work which 
is efficiently done; 


(2) the indirect satisfaction derived from material security. 


The nurse is often deprived of both of these satisfactions for two reasons. First, 
her training is still too empirical. Instead of being a methodical education, based 
on pedagogical principles, it is in fact a hard, unfair and incomplete apprenticeship. 
Secondly, the practice of nursing as a profession has not kept abreast of the general 
development of medicine and of the social sciences. The first principles of admin- 
istration: research, foresight, planning, organization, both of human beings and 
material, command and control, authority, co-ordination, hierarchy, direction, 
appointments, definition of functions, etc., which today are adopted in commercial 
undertakings, are still far from being accepted in hospital institutions. 


Finally, the status of the nurse and her standard of living are well below that 
of other professions of a social or educational character, the training for which is 
included in general education. It is these facts which give rise to the deficiencies we 
so deplore. 


The Royal Decrees of the 17th August, 1957, proposed by the Ministries of 
Education and of Public Health and the Family integrate nursing education into the 
general structure of public education, and at the same time “ re-class ” the profession 
on a higher educational level. Entrants to the nursing profession must possess the 
same educational requirements as those demanded for entrance to the University. In 
the application of the Decrees nursing studies will extend over a period of two years 
with a common basis for all branches, with a third year spent on the speciality 
chosen: psychiatric nursing, obstetrical nursing, paediatric nursing, etc. The prepara- 
tion of public health nurses will take four years, of which the first two will be in 
common with the other specialities. Preparation for senior positions will be by supple- 
mentary advanced studies. The courses will be available to nurses in service, an 
arrangement which is indispensable for the maintenance of contact with the 


*This paper is a translation from the French published in the July 1958 issue of the International 
Nursing Review. 
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developments in the medico-social sciences, and which is made possible by the 
considerable reduction in the hours of duty. 


Another interesting aspect of this new regulation is the early orientation towards 
nursing careers. Technical teaching in nursing is to be available in the secondary 
schools from the age of 15 years. 


But the reforms do not end there. Side by side with a preparation for nurses 
leading to advanced professional qualifications, another group of studies is planned in 
professional teaching. The programme for these studies is of a less intellectual 
character than that for the advanced technical qualification, but nevertheless includes 
a sufficiently high number of hours to ensure a sound preparation. This programme 
includes the following: 


(a) Three-year courses for “‘ puéricultrice ” (taking care of well children) and 
nursing aids, beginning at 15 years of age; 

(b) a complementary advanced course beginning at 18 years of age with a 
preparation in two years as “ Hospitaliéres ”’. 

THE RESPECTIVE FUNCTIONS OF THE DIFFERENT CATEGORIES OF NURSING PERSONNEL 

(1) Nursing aides will work in the “hotelier” service in the hospital. Likewise 
‘* puéricultrice” will work in these services in paediatric work. Both will 
assist the technical nurse. 

(2) “ Hospitaliéres ” will give basic nursing care. They will assist the registered 
nurses. 

(3) The registered nurses will be responsible for advanced technical nursing 
and, in their own speciality, for effective collaboration with medical personnel. 
They will also be introduced to the art of directing the medico-social teams. 

(4) The public health nurses will carry out their functions in the medico-social 
services. 

(5) Finally there are the nurses in senior positions. Their programme of studies 
will include the elements of pedagogy, of organization and methods, and of 
administration. It will introduce them to the co-ordination of the various 
medico-social teams, to floor administration and to instruction for health 
education, in co-operation with the nursing instructors. 


(6) The “ Monitrice” with responsibility for several departments will be 
prepared in research designed to find the best methods of working and in 
the acquisition of qualities of leadership. They will become the assistant 
directors and the directors of nursing. 


(7) The nursing instructors, chosen from among the members of the senior 


staff with the professional and technical preparation, must have a further 
adequate course in teaching. 
PRACTICAL EXPERIENCE 
This should be seen as an educational exercise, that is to say it should be planned 
with a balance towards the varied medical and social disciplines. This practical 
experience will be guided; that is to say that at any given time the students will not 
be removable and available to be given responsibility for domestic tasks, tasks in 
which they must be initiated but do not need to perform as a daily penance. 
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We see in these intelligent, far-reaching and long-term reforms, the following 


advantages: 


(1) The classification of the studies as advanced education, the results of which 
will receive the consideration and the respect that the para-medical profes- 
sions demand in an education as developed as this. 


(2) The definition of nursing, of the specialities and of the medical techniques. 


(3) The establishment of a hierarchy which will enable the respective functions 
of each of the para-medical professions to be precisely defined and which 
will fit in with the necessities of the hospital administration. 


(4) The early introduction to nursing which promises better recruitment and 
better preparation. 


Parallel to these reforms undertaken by the Ministries of Health and Education, 
the National Negotiating Commission for the Health Services set up by the Ministry 
of Labour and Social Insurance has drawn up a convention which will considerably 
improve the financial conditions of all personnel working in hospitals. It is not only 
the future of the nurse which is under consideration, but that of the entire personnel 
which has been divided into distinct categories. This classification, based on educa- 
tional criteria, establishes a logical hierarchy of all the medico-social institutional 


staff. 


(1) Manual workers—S categories: 


Unskilled 
Semi-skilled 
Skilled 
Charge-hand 
Foreman 


(2) Intellectual workers—4 categories: 


(a) 


(b) 


administrative personnel— 


First category; corresponding to elementary studies. 
Second category; corresponding to fourth grade. 

Third category; corresponding to lower intermediate. 
Fourth category; corresponding to higher intermediate. 


technical personnel— 


First category; corresponding to fourth grade. 

Second category; corresponding to lower intermediate. 

Third category; corresponding to higher intermediate. 

Fourth category; corresponding to higher technical studies. 

Fifth category; corresponding to technical studies to a standard above 
(a)l. 


(c) personnel providing care— 

First category; nursing aid, orderly. 
Second category; practical nurse. 
Third category; nurse or midwife. 
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Fourth category; public health nurse. 

Fifth category; nurse-in-charge or ward sister. 

Sixth category; floor supervisor in charge of several units. 

Seventh category; Directress of a medium-sized institution. 
Assistant Directress of a large institution. 
Instructor in charge of 15 nurses. 

Eighth category; Directress of a large medico-social centre. 

Ninth category; Directress of a large institution. 

(d) Para-medical technical personnel. 

Physiotherapist 

Medical gymnast 

Laboratory assistant 

Dietician 

The salary scales, at present under study, will be considerably raised and will be 
linked to a cost of living index. 


One of the interesting points about this reform is that the schools have been 
given liberty, and an appreciable amount of initiative, in the application of the 
details of the arrangements which have been made. They have also been given 
time to develop their programmes, which will not become obligatory until 1960. 


These programmes include: 
General courses given as lectures; 
Technical courses given in demonstration rooms; 


Professional courses given where the techniques will be carried out, and 
Practical educational experience. 


This teaching will be given within a timetable which will allow room for real 


leisure. To develop the students personality teachers will be responsible for 
organizing it. 


The application of this programme places psychological, social and financial 
problems of various kinds before both the schools and nurses. To resolve them the 
courage and perseverance of the educators and those in charge will be put to the 
test. However, conscious of their responsibility, convinced of a tradition which is 
not too tightly linked to the past but is a real inspiration for the future, the Belgian 


nurses will be ready to participate in the reform and will be inspired by the willingness 
out of which Wisdom can grow. 


A NEW ICN PUBLICATION 
A Supplement to 
An International List of Advanced Programmes in Nursing Education 


Originally published in 1954, this publication has been brought up-to-date with a new 
supplement containing the developments in post-basic nursing programmes since 1954. 


Order your copy now from— 
The International Council of Nurses, 1, Dean Trench Street, London, S.W.1, England. 
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The Services of the 
American Journal of Nursing Company 


To keep pace with nurses’ constantly expanding needs for the soundest 
professional information, the American Journal of Nursing Company now 
provides these comprehensive services. 


1. THE AMERICAN JOURNAL OF NURSING. | Established in 
1900, the Journal is a recognized international authority on nursing in its 
broadest aspects, with emphasis always on advances in nursing procedures, 
new methods of treatment and patient care, current trends and impending 
changes. It is the official publication of the American Nurses’ Association. 
Subscription rate outside U.S. and Canada $5.00 a year post paid. 

NOTE: This price will be increased to $6.00 a year on January 1, 1959. 


2. NURSING OUTLOOK. Published for the National League for 
Nursing, this magazine recruits articles from the nation’s hospitals and 
centres of nurse education; from public, visiting nurse, and school health 
organizations; from safety and health departments in the industrial field. 
It presents ideas and experiences which suggest successful new approaches 
to problems of nursing administration and supervision; the latest and 
soundest educational concepts, and means for improving nursing services 
that are provided for families and communities. It is published every 
i Subscription rate outside the U.S. and Canada $5.00 a year post 
paid. 

3. NURSING RESEARCH. Started in June, 1952, and published 
three times a year (June, October, February), this journal concentrates on 
research in nursing education, nursing service, and nursing practice. Each 
issue presents the reports of completed projects; progress reports of studies 
under way; ideas and suggestions for needed research in unexplored fields. 
Subscription rate outside the U.S. and Canada $3.50 a year post paid. 


4. MONTHLY REFERENCE CARDS. To provide administrators, 
teachers, research workers, and students with ready access to the informa- 
tion provided by the three publications of the American Journal of Nursing 
Company, the editorial staffs prepare, each month, sets of annotated refer- 
ence cards, covering all major articles in each issue of each magazine. Each 
card, measuring 3 x 5 inches, carries subject heading, title, author, issue, 
page number and suggestions for useful cross headings. These Reference 
Card Services are available on a calendar year basis only at the following 
less-than-cost rates. 


AMERICAN JOURNAL OF NURSING (about 400 cards per annum) 
$4.00 post paid. 
NURSING OUTLOOK COMBINED WITH NURSING RESEARCH (about 300 
cards per annum) $4.00 post paid. 
Orders or requests for further information will have immediate attention 


AMERICAN JOURNAL OF NURSING COMPANY 
TWO PARK AVENUE, NEW YORK 16, N.Y., U.S.A. 


OcTOBER, 1958 


Around the World 


BRAZIL 


From July 6 to 15, an International Workshop on Nursing Surveys took place 
at the School of Nursing of the University of Bahia, Brazil. 


This workshop, organized by the Pan American Sanitary Bureau and World 
Health Organization, was held under the sponsorship of the Ministry of Health of 
Brazil, the University of Bahia, and the Brazilian Nurses’ Association. 


Its purpose was to discuss basic information on survey methods as they are 
applied to nursing studies. The survey of the resources and needs of nursing in 
Brazil which the Brazilian Nurses’ Association has conducted in Brazil constituted 
the main theme of the workshop and served as an example of the practical application 
of this type of study. 


It is hoped that the workshop will have contributed to the expansion of the 
practice and development of surveys in nursing. Miss M. P. Tito de Moraes, 
WHO/PASB Nursing Adviser, served as leader for the workshop and the staff 
included nurses, sociologists and statisticians. Nurse participants attended from 
Argentina, Brazil, Chile, Colombia, Mexico, Panama, Peru, Portugal, United States 
of America and Uruguay. 


CANADA 


An account of the 50th Anniversary Convention of the Canadian Nurses’ 
Association appears on page 30. At the Convention Miss Alice Girard, Director of 
Nursing of the Hospital St. Luc, Montreal, was elected as the new President of the 
CNA, in place of Miss Trenna Hunter. Miss Girard is the first French Canadian to 
hold the office. 


Other interesting nursing appointments recently made in Canada include that 
of Miss Rae Chittick, who has been Director of the School of Nursing of McGill 
University, Montreal, for a number of years and has now been appointed as a 
professor in the University. She is the first nurse to receive this honour. Miss Gladys 
Sharpe, Director of the Toronto Western Hospital and School of Nursing, has 
been appointed to the Ontario Hospital Services Commission as Consultant on 
Nursing. 

A Canadian Student Nurses’ Association is one of the proposals now under 
consideration and a fund has been opened for new headquarters for the Canadian 
Nurses’ Association. 


INDIA 


The Trained Nurses’ Association of India is holding its Golden Jubilee Convention 
from 6th to 11th October in Hyderabad. An account of the Conference, and of the 
Association’s growth and development during the last 50 years will be published in 
the January, 1959, issue of the International Nursing Review. 


The Act of Parliament passed in 1947 which established the Indian Nursing 
Council was amended in November, 1957, to overcome some difficulties concerning 
reciprocity. Previously reciprocity only existed with the United Kingdom. Under 
the amendment temporary registration for five years, in the first instance, is allowed 
for nurses trained in countries in which there is no reciprocity, provided the nurses 
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are employed in a teaching or administrative capacity in an Indian institution. 
The application for registration must also be approved by the President of the 
Council. The amendment also allows for the registration of Indian nurses who have 
received their training in other countries, provided the application is approved by 
the President of the Council. In addition, the amendment allows for the maintenance 
of an All India Register of Nurses. 


IRELAND 


Miss M. C. Prunty has now replaced Miss Kathleen F. Russell as President of 
the National Council of Nurses of Ireland. Miss Prunty is Matron of the Royal 
Victorian Eye and Ear Hospital, Dublin. 


ISRAEL 


The Tenth Anniversary of the National Association of Nurses in Israel is 
celebrated by the publication of a special edition of The Nurse in Israel for June, 
1958. Published in Hebrew, it also contains a 14-page summary in English of each 
section of the special issue. 


Among the wide range of articles is an interesting account of the foundation 
of the National Association of Nurses in Israel ten years ago. 


The Association of Nurses have recently arranged a series of seminars, symposia 
and case studies to help their members to overcome the disadvantages which may 
arise from over-much specialization. There are 1,500 members in the Tel-Aviv 
area who have been able to attend lectures and study tours and the 60 school nurses 
in the Tel-Aviv branch have been active in organizing courses on hygiene problems. 
These courses have been attended both by students and parents. The school nurses 
have recently successfully completed a six-months’ seminar, held twice weekly for 
three hours at a time. It included pedagogy, psychology and sociology. 


KENYA 


A Kenya Nurses’ Association has recently been formed and Miss M. E. Campbell 
is serving as Honorary Secretary. 


LEBANON 


There are six schools of nursing in the Lebanon at present. The oldest school 
is that in the American University of Beirut, which is now in its 54th year. Only 
one school is outside Beirut, and is situated in Tripoli. It is now 25 years old. All 
the other schools were opened during the 1940’s. There were 27 different nationalities 
among the 622 nurses who have been graduated from the University School of 
Nursing in Beirut, but less than 23 per cent were Lebanese. The School of Nursing 
contains two basic programmes, a Diploma programme and a Degree programme. 
During 1958 the post-graduate six months’ Certificate courses on operating room 
technique, ward management and teaching have been developed into the following 
four specialties:—medical, surgical, obstetrical and paediatric nursing. Pakistan, 
Iran, Iraq, Ethiopia and Greece are represented among the post-graduate students 
in nursing. 
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MALAYA 


The Honorary Secretary of the Malayan Trained Nurses’ Association, Miss 
Myra Wang, has moved from Penang, and her new address is c/o School of Nursing, 
General Hospital, Kuala Lumpar, Malaya. The Federation of Malaya became the 
85th full member of the World Health Organization in April. 


MEXICO 


Srta. Maza Brito was elected as the new President of the Mexican Nurses’ 
Association in June, 1958. She replaces Srta. Alica Roca Belmont who will continue 
to serve on the Board of Directors as Secretary. 


NIGERIA 


The Second General Meeting of the Nigerian Nurses’ Association was held in 
April 1958. Mrs. Solanke serves as Chairman and Mrs. Ojo as Secretary. 


PANAMA 


Srta. Aura Estrella has become the Secretary of the National Association of 
Nurses of Panama. 


PHILIPPINES 


Mrs. Luisa A. Alvarez has been elected as the new President of the Filipino 
Nurses’ Association and replaces Mrs. Rosario Ordiz. Miss Patrocinia B. Alpez 
replaces Mrs. Paula Llanes as Executive Secretary. 


SWITZERLAND 


The General Secretary of the ICN, Miss Daisy C. Bridges, gave a short Address 
at the Annual Assembly of the Swiss Nurses’ Association. She stressed the example 
which nurses had shown the world through half a century of international co-opera- 
tion and said that the Swiss Nurses’ Association, because they had a particular 
problem of two language groups, could demonstrate a valuable example of 
co-operation within a National Association. 


The Interim Report of a special committee, set up in 1957, to consider the 
question of a reorganization of the Secretariat of the Association and to receive the 
views of all members, was discussed. The committee will continue its investigations 
during the coming year. 


Miss Elsa Kunkel, who has served as the Association’s President for four years, 
has now retired. Miss Edith Guisan has replaced her. Correspondence should be 
addressed to her at Boulevard des Tranchées 4, Geneva, Switzerland. 


TRINIDAD AND TOBAGO 


“The Trinidad and Tobago Registered Nurses’ Association” is the new name 
chosen to replace the Association’s previous title of “‘ Trained Nurses and Midwives’ 
Association of Trinidad and Tobago.” The officers of the Association are now 
President: Miss E. Hargreaves (in place of Mrs. B. Dolly) and Executive Secretary: 
Miss G. Bayley (in place of Miss Pearl Peters). 
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UNION OF SOUTH AFRICA 


Johannesburg and Reef hospitals are now more fully staffed than at any time 
since the war, and for the first time there are more city than country trainees. 

Mrs. C. Searle, Directress of Nursing Services in the Transvaal, has pointed 
out that eight per cent of all posts are now in the £1,200 a year salary bracket. From 
the age of 25 a nurse can earn from £710 to £830 a year, depending upon her grade 
as a sister tutor. 

The first hospital to provide specialist treatment for the Bantu communities 
of Springs and Brakpan, in the Transvaal, will also be the first hospital in South 
Africa to which a Bantu matron has been appointed to take full responsibility. Miss 
Harriet Tshezi has been appointed to this post. 

The staff of 190 includes 121 Bantu nurses and 12 Bantu orderlies. There are 
320 beds and the children’s wards provide accommodation for 58. Almost 1,000 
patients a month were treated and an average of 15 operations a day were performed, 
in the hospital’s first three months. 

Overall supervision of the hospital is at present being carried out by a team 
of Europeans, but it is the aim of the provincial authorities eventually to hand over 
the running of the institution entirely to Bantu. 


UNITED STATES OF AMERICA 


Over 10,000 nurses registered for the American Nurses’ Association Biennial 
Convention held in Atlantic City, New Jersey, in June. Not only were important 
policy and administration decisions taken, but the Convention was also the occasion 
for the retirement from office of both the President and Executive Secretary of the 
ANA. Miss Agnes Ohlson having held office for four years is succeeded as President 
by Miss Mathilda Scheuer, of Pennsylvania. Miss Ella Best, having served the ANA 
for 28 years, 12 of them as Executive Secretary, is succeeded by her deputy, Mrs. 
Judith Whittacker. 

During the convention week the ANA House of Delegates voted to increase the 
annual membership dues from $5 to $7.50 and to arrange for discussions on the 
uniting of the ANA and NLN in one organization. Individual membership is now 
extended to certain nurses who reside outside the United States. 

Long term aims approved at the meeting include renewed emphasis on research, 
to identify and enlarge scientific principles on which nursing rests, and to promote 
the preparation of research personnel. The members of eight specialized sections 
turned out well for the section meetings and in addition a full programme of general 
and special sessions was held throughout the week whose keynote was “ The profes- 
sional nurse—practitioner and citizen ”’. 


THE CARIBBEAN 

The first Caribbean Nurses’ Conference organized by the Certified Nurses’ and 
Midwives’ Association of Antigua was held in Antigua from 12th—18th May, 1957. 
Delegates attended from British Honduras; Grenada; Martinique, French West 
Indies; Puerto Rico; St. Croix, American Virgin Islands; St. Kitts; St. Vincent; 
St. Thomas, American Virgin Islands. At the conclusion of the Conference there 
was discussion on the possible formation of a Caribbean Nurses’ Association, to 
hold meetings every two years. An Acting President was elected to serve until the 
next meeting which is planned to take place in 1959. 
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Correspondence 


To the Editor, 


To commemorate the One Hundredth Birthday Anniversary of Miss M. Adelaide 
Nutting, a committee of well-known nurses is endeavouring to secure the preparation 
and publication of a biography. 

From 1909 to 1925 Miss Nutting was a professor on the faculty of Teachers 
College, Columbia University. She was the first nurse in the world to hold such a 
position in a university. Her influence on the evolution of nursing education and 
nursing service has been world-wide. 


Anyone possessing correspondence or other memoriabilia is urgently requested 
to communicate with the undersigned, who inherited Miss Nutting’s personal papers. 


IsABEL M. STEWART. 
400 West 119th Street, 


New York 27, New York, USA 


Position of GENERAL SECRETARY 
International Council of Nurses 


The Board of Directors of the International Council of Nurses (ICN) 
invite applications for the position of GENERAL SECRETARY to 
the Council. 


Applicants (who must be nurses, and members in good standing of their 
National Nurses’ Associations) must give evidence of advanced professional 
qualifications, wide experience in administrative positions, and in the 
management of a nursing organization. 


Applications (together with the names of three persons who have recent 
knowledge of the applicant’s work) should be sent in duplicate; they should 
be addressed to the President, Miss Agnes Ohlson, ICN Headquarters, 
1 Dean Trench Street, Westminster, London, S.W.1., England, and 
should be received NOT LATER THAN FEBRUARY 28th, 1959. 


The appointment will be made by the Board of Directors in July 1959. 
It is hoped that the applicant appointed, can join the Headquarters staff 
at some time in 1960, and assume the duties of General Secretary after the 
ICN Quadrennial Congress in 1961. 


Further particulars and application forms may be obtained by writing 
to the General Secretary at ICN Headquarters. 
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Health Education 


Part I] of an international discussion on principles and practice 


The first part of the report of the International Seminar on Health Education, which 

appeared in the July 1958 issue of the International Nursing Review, covered the 

principles of health education. This concluding part deals with some of the practical 

aspects of the application of those principles, and the difficulties currently being 
experienced in various areas of the world. 


ISUAL aids are aids—they are not a teacher substitute. For example, the teacher 
can use films as a basis for building group discussion, but not to replace it. 
Such aids must be integrated into the total pattern and related to the variables in 
the particular group for which they are intended. The Education Officer of the 
Central Council for Health Education, Mr. Lynton Porter, pointed this out in a 
discussion on the choice of the right aids in health teaching. These variables, he said, 
can be regarded as additions to the unchanging principles of education and should 
be looked at under the following headings: 


(i) The needs and interests of the group. These are rarely the needs and 
interests of the teacher. 
(ii) The background, the intelligence and the education of the group. 
(iii) The point, the attitude or the knowledge to be imparted. 
(iv) The health educator him/herself. 
(v) Pre-testing the material. 
(vi) The correct time and place. 
(vii) The evaluation of the project. 


Various surveys have shown that interests are not always those that could 
readily be expected, and care is needed to avoid concentrating on the teacher’s own 
particular interest in the subject—and what he may wrongly think are the group’s 
interests. As a consequence the obvious approach may not always be the best one. 


HEALTH EDUCATION MATERIAL 


The production of health education material is a skilled job. But anyone 
concerned with health education must master at least some of the skills involved 
and know how to deal with the problems which are beyond their competence. 


The Publications Officer of the Central Council for Health Education, Mrs. 
Winifred Duncan, in a lively address outlined the principles for the successful design 
and use of posters and leaflets which, when used together, are effective methods of 
telling people through their eyes. Colour is most important, especially in hot 
countries. Colours can carry certain emotions. Green can represent cleanliness, 
red is strongly attractive. It signifies danger, and can generate a feeling of heat. 
Black can carry a sinister implication. White is a useful colour for clear lettering. 
Beauty is an important ingredient for successful posters in maternal and child 
welfare work. Humour, sentiment and horror are among the other emotions which 
can be aroused in good posters. While originality has its part to play in design, a 
good poster contains only one idea, expressed simply and honestly. 


To achieve action, a poster should be shown widely and at eye-level where it 
can be seen. It should not be jumbled in with other messages quite irrelevant to its 
subject. 
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But posters alone will not be effective. Their message needs to be reinforced 
by press publicity and linked with a leaflet. In areas with a great deal of illiteracy 
a home visit can often be made as a follow-up on the poster campaign instead of 
using a leaflet. 

Leaflets should give definite information and reinforce the message of posters, 
health workers and discussion groups. The first impression is all important. It 
attracts and should impel the reader to look further. A provocative or challenging 
title and the use of colour are aids in achieving the first interest. Pictures are excellent, 
if they relate to the text. The shorter the text the better, and of course it must be 
absolutely honest. Small, tightly packed pieces of paper are useless, and just leaving 
leaflets lying about with no proper timing in their use is a waste of valuable effort. 
But a light, airy leaflet is an essential ingredient in a well-planned health education 
programme in literate countries. 

Using a variety of the health educator’s techniques, including role-playing, drama, 
group discussion and visual-aids, members of the International Seminar completed 
the programme by depicting the health problems in four geographical areas: Africa 
and the West Indies; Northern Europe; Southern Europe; the Middle East and 
South East Asia. In doing so they provided a miniature picture of a number of the 
major world health problems today. 


AFRICA AND THE WEST INDIES 


Using role-playing, a discussion group effectively staged a typical interview in 
an African village, and in doing so, demonstrated how such interviews should be 
carried out. 

Women, especially in Moslem countries in Africa and the West Indies, are a 
vital element in efforts to improve health, and experience has shown that they must 
be approached directly. 


The groups through which both men and women can be influenced depend 
upon the country, but among the indigenous rural populations the village is the basic 
unit and organized campaigns through them are important. At first the approach 
may have to be didactic, but the aim should be the use of socratic methods, with 
visual-aids drawn from the local culture. 


Malnutrition is a major health problem in many of these countries and more 
could be done to make sure the best use is made of the available resources. 


SouTH East ASIA 


In South East Asia the problems were so vast the discussion centred on ways 
of reaching the rural areas. Focal centres from which activities could stretch out 
to the homes were strongly commended. As an illustration of adaptation to a local 
culture the group demonstrated a paper theatre used in Japan for simple health 
education on nutrition. In Thailand a competition for home-makers is an important 
feature. Home visits are paid to intending competitors and advice given. The result 
of the competition depends upon how well this advice has been followed by the 
home-maker. The successful home is filmed and shown to the local village, so 
following a basic principle of health education: relating the instruction to the local 
situation. The problem of approach to the mothers has been§tackled through the 
religious leaders. Maternity and child welfare classes for instance, have been built 
up at the local Mosque through the influence of their leaders. 
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In Malaya unqualified midwives are one of the major dangers, and the trained 
young midwives are suspect because of their youth. 


In Hong Kong the efforts to obtain the support of women in health education 
have not been very successful, and the plans have now been revised to ensure that 
father is given “face” by recognizing his supremacy. Subsequent progress has 
justified this approach. 


MIDDLE EAST 


In Iran women were not approached at first and health education had not proved 
very successful. By starting mothers’ clubs, of which some 250 now exist in the 
villages having 250 families, excellent progress has been made. 


SouTH EUROPE 


In the rural areas of countries like Greece the problems of sanitation, especially 
during working hours, are considerable. They are aggravated by the existence of a 
nomad population, with the dangers it carries of spreading disease, and the difficulty 
of changing old superstitious beliefs. 


In Italy, Spain and Cyprus the lack of sound basic health services is a problem 
for the health educator. Living conditions are still frequently such that health 
education can be of small assistance to families in hopelessly insanitary quarters. 
The concept of health education in such conditions is still new and struggling for 
recognition. To this situation the problem of co-ordinating health education with 
the services already existing must be added, as well as how to share the use of the 
limited resources, on which so many other projects have their claims, to the best 
advantage. 


NORTHERN EUROPE 


In Northern Europe ignorance is still a surprisingly important cause of poor 
health and far more health education is needed to redress the balance, so loaded at 
present in favour of curative medicine. 


The Nursing and Management of Skin Diseases s. WILKINSON, m.z.c.r. 


Describes in detail the many practical procedures needed by the doctor and the nurse in their everyday 
management of the patient with a skin disease. 1st edition 1958. 32/6 


Principal Drugs S. J. HOPKINS, F.P.s. 


With a] Foreword by C. A. Keele, M.D., F.R.C.P., Professor of Pharmacology and Therapeutics, ert 
of London. This book contains the latest information on drugs, arranged in alphabetical order, and will 
be of value to every nurse. /st edition 1958. 8/6 


Patients as People: More Clinical Stories for Students, Nurses and 
Practitioners A. E. CLARK-KENNEDY, ™.D., F.R.C.P. 


This book is a sequel to Medicine in its Human Setting. In a further twenty-two chapters, Dr. Clark- 
Kennedy describes some more of Dr. Fetchquick’s patients. 1st edition 1957. Illustrated. 15/- 
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Book Reviews 


NEUROLOGICAL NURSING 
By JOHN MARSHALL, M.D., M.R.C.P., M.R.C.P.(ED.), D.P.M. 
Published by Blackwell Scientific Publications, England, 1956. 163 pp., 18s. 6d. 


The opening chapter of this book places emphasis on “ the role of the nurse” and “ team 
spirit’. It deals with the duties the nurse performs as an active member of a therapeutic team in a 
Neurological Unit and the different types of illness. These vary in severity from the obviously very 
acute conditions, which require expert nursing attention, to the extreme contrast of patients in the 
same ward who outwardly look remarkably well but have been admitted for investigations. 


Apart from nursing the acutely ill, the nurse has other important roles, such as making careful 
observations, and helping the chronic patient to adjust himself to his particular disability. She must 
also combine her efforts with those of the doctor, physiotherapist, occupational therapist, etc. 


The chapter on anatomy and physiology of the nervous system is brief but concise, explaining 
signs and symptoms of diseased or damaged areas. 


The third chapter, on admission and examination of the patient, appears to be designed for the 
needs of the doctor, for it refers to all the special observations which should be made by the nurse. 
The actual needs of the patient as an individual, who is leaving his family and his independence 
= an — period and is in great need of being reassured, have been completely overlooked by 
the author. 


Reference is made to the importance of introducing the new patient to his fellow companions. 
The detailed neurological examination is excellent, here one can visualise the nurse-doctor- 
patient relationship starting off on a sound footing. 


The chapters on “* Nursing an unconscious patient,” ‘‘ Care of the skin,” and ‘*‘ Management of 
the bladder”’ are subjects with which every trained nurse should be conversant, but the author has 
highlighted these nursing duties as being the most important in the care of neurological patients 
and has dealt with each subject in minute detail. 


The chapter on passive movements ard rehabilitation explains the importance of constant 
movements and why they are essential in minimising the degree of disability. The nurse’s need to 
work in co-operation with the physiotherapist, so that she may learn how to continue this treatment 
at frequent intervals throughout the day, is described. 


All neurological investigations and pre- and post-operative treatments performed by the doctor 
are fully _— The techniques for investigations are included but the procedures for operations 
are omitted. 


The last two chapters deal with the psychological approach and social care, which are essential 
requirements of all neurological patients. It is disappointing that occupational therapy is not dealt 
with in detail. 

It is gratifying to read that the author is mainly concerned with the welfare of his patients, for 
instance in his first chapter he writes ‘‘ The desire to have highly polished floors must be sacrificed 
to the need to provide a good surface on which ataxic patients can try out their unsteady legs.” 


This is an excellent book which is highly recommended to all nurses contemplating, or at present 
performing neurological duties. I would also recommend it to all student nurses who are training 
as surgical and medical nurses. 

MARGARET POOLE, 


SisTER, Tara Hospital, Johannesburg, South Africa. 


A PRACTICAL HANDBOOK OF PSYCHIATRY FOR STUDENTS AND NURSES 
By Louis MINSKI, M.D., F.R.C.P., D.P.M. 
Published by Wm. Heinemann, England, 1956, 3rd edition. 7s. 6d. 


This little handbook gives the principles of its subject in a concise manner and in simple language, 
easily understood by the student nurse. Although it does not contain all that she must know before 
completing her studies, it will be of great assistance to her. Chapters 12 and 13 are especially success- 
ful in explaining the modern treatment of mental patients. 

M. KOUWENBERG, 
Sister-Tutor, Head Nurse at the 
Psychiatric Hospital, Santpoort, Netherlands. 
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THE PRACTICE OF MENTAL NURSING 
by May HOowLisTON, R.G.N., R.M.N., R.F.N. 
Published by E. & S. Livingstone Ltd., England, 1957. 164 pp. 7s. 6d. 


The preparation of nurses to care for the mentally ill requires two things: students who have 
the makings of the good mental nurse and qualified teachers. But, no matter how well she is qualified 
a teacher will always need appropriate teaching tools and materials to attain certain objectives. 
The Practice of Mental Nursing by May Houliston is one such tool which may be utilized to good 
advantage. As the author writes ‘‘ The greater, and probably the most important part of the book 
deals with practical nursing ”’. 

The three most important aspects of the nursing care of mental patients, understanding, 
observation and management, are dealt with effectively and consistently in this book. Presented 
in clear and concise language and in a style that is not involved, it should prove useful in developing 
in the young nurse important concepts of the many needs and duties related to the proper care of 
psychiatric patients. It should also orientate her to the many opportunities for service to this section 
of suffering humanity. 

Graduate nurses, who are constantly faced with the need for understanding people from all 
walks of life, will find this book enlightening and refreshing. 

JuLITA V. SOTEJO, 


Dean and Associate Professor of Nursing, College 
of Nursing, University of the Philippines. 


INFECTIOUS DISEASES 
By A. B. CHRISTIE, M.A., M.D., D.P.H. 
Published by Faber & Faber, London. 1957. 344 pp. £1 10s. 0d. 


Nurses need to know the total care required for communicable diseases and their epidemiological, 
clinical and social aspects. The introduction and first three chapters of this book deal with these and 
with the related bacteriological problems. 

Emphasis is placed on skilled nursing for patients suffering from some of the more severe 
communicable diseases, such as diphtheria and typhoid fever. The factors of medical aseptic technique 
are developed, including the use of a gown, although no explanation is made as to how the clean 
area of the gown is kept uncontaminated. 

For contact with patients suffering from communicable diseases, hand friction with soap and 
running water has been proved satisfactory for many years, in the removal of surface organisms. 
A brush for current cleansing of hands and nails may be contaminated unless it is sterile (as in the 
operating theatre) and it may not therefore always be a safe aseptic technique, especially because of 
the tissue irritation it can cause. 

The reviewer has never permitted brooms or brushes in the cleaning of floors. Wet cleansing 
is and should be the only method used, for dust laden particles are always dangerous. The emphasis 
in the care of linen and blankets is well presented in the book and it was good to note that fumigation 
in terminal disinfection was stated to be largely unnecessary, since fumigation is only a good disinfest- 
ant, and it is not considered a disinfectant. 

The chapters on streptococcal infections do not show the period of incubation, although those 
for diphtheria, smallpox, chicken pox, etc., are given. Every nurse should know these and the 
period of infectivity. 

The chapter on diphtheria describes all forms. It would appear that a period of four weeks in 
bed for mild cases of diphtheria is antiquated, as is ten weeks in severe diphtheria conditions. This 
should depend entirely upon the early adequate injection of anti-toxin, both intravenous and intra- 
muscular, and upon the general improvement of the patient. Discharge then follows quickly with the 
required negative cultures. 

The chapters on diseases of the central nervous system, with the various types of meningitis, 
are brief and clearly presented. Acute poliomyelitis, from the standpoint of cause, effect and diag- 
nosis is well described, and the various types discussed. The hot packing treatment, with nursing 
responsibility so emphasized as to relieve spasm of the muscle and aid in positioning, is not mentioned, 
nor the importance of fluid intake. Fluid intake is however emphasized in typhoid and para- 
typhoid fever. This is important in almost all of the communicable and infectious diseases. 

The local public health aspects are incorporated in this book, but one of the greatest world 
health problems, malaria, does not appear to be included, or even mentioned, and nursing personnel 
in the world need to be aware of our world health problems. 

From a nursing standpoint this valuable book would have increased usage if a well prepared 
and enlightened nurse were invited to incorporate in it the nursing care of each disease. This should 
include bedside and specific care in each condition and the various nursing skills for each patient. 


ELLA HASENJAEGER, R.N., B.S., M.A., 
Director of Nursing, Essex County Hospital, 
Belleville, New Jersey, U.S.A. 
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ILLUSTRATIONS OF BANDAGING AND FIRST AID 
By Lots OAKES 
Published by E. & S. Livingstone Ltd., Edinburgh and London. Price 12s. 6d. 324 pp. 


The author has produced an excellent publication which should enjoy a very wide circulation; 

: bso be invaluable to student and teacher alike and the clear illustrations leave nothing to be 
esired. 

‘ a the minor points which might be taken up when this book is next reprinted would be 

the following :— 

On page 20 “ Bandaging Palm of Hand to Stop Bleeding ’—it is suggested that “*‘ Removing 
any visible foreign body such as a chip of glass * should be added. 

Plates xxxvil and xxxvill on pages 78 and 79 could be omitted from any future edition of this 
book, as the method shown is now obsolete. The “ Barrel” bandage for a fracture of the lower 
jaw is the accepted method and has superseded the old triangular and four-tailed bandages, being 
easier to apply and providing adequate support for the lower jaw. 

On page 141 the Capeline bandage for the head is shown with the pin on the side of the head 
in the finished bandage. For the greater comfort of the patient, the pin should be in the front over 
the forehead. The many-tailed bandage shown on Plate xcm, page 195, might be more secure 
if the shoulder straps were pinned top and bottom. 

An excellent idea is shown on pages 282—287, that of the use of tape when applying an 
Elastoplast bandage, it makes for greater comfort for the patient and easier handling for the doctor 
or nurse when removing the bandage. 

The reviewer hesitates to make these minor criticisms in such a valuable and well-produced 
publication which can be recommended as an excellent book to all nursing schools and nurse 
demonstrators in Red Cross Societies and St. John Ambulance Brigades, especially if a chapter on 
hh Respiration, even if only the Holger-Nielsen method were demonstrated, is added to 

uture editions. 


GWEN BUTTERY 
Deputy General Secretary, International 
Council of Nurses. 


PRINCIPLES AND TECHNIQUES OF REHABILITATION NURSING 
by F. J. Terry, G. S. BENZ, D. MERENESS and F. R. KLEFFNER. 
The C.V. Mosby Company, U.S.A., 1957. 345 pp. Price 40/-. 


In these days of advancing sciences we have here presented a new book on a subject which cannot 
be too strongly emphasized. The book is printed in clear type and on good quality paper; is well 
— and is divided into seven units, which are written in graphic style by authorities on each 
subject. 

Unit I. The Meaning and Place of Rehabilitation in Modern Society. 
| Unit II. The Nurse’s Place in and Responsibility for Rehabilitation. 
Unit III. Rehabilitation in Special Diseases and Situations. 
Unit IV. Rehabilitation of the Aged, all of which are written by Florence Jones Terry, 
B.A., R.N., P.T., O.T.R. 
Unit V. Rehabilitation of the Child With a Handicap, by Gladys S. Benz, R.N., M.A. 
Unit VI Rehabilitation of the Mentally Ill, by Dorothy Mereness, R.N., M.A. 
Unit VII. Speech Therapy, by Frank R. Kleffner, PH. D. 
Concluding the book is a useful Glossary and Appendix. 
With such a wide field as those listed above, it is no wonder that stress is laid on Team Work as 
a foundation to all endeavour, and as a paramount essential to the complete rehabilitation of the 
patient. 
. An extract from an article on “ Team work—a Democracy of Professions,’ by Frederick A. 
| Whitehouse, has been quoted in this book, and it is timely in its warning against the small petty and 
non-essential things that so often seep in to mar and disrupt the team spirit. 

Where photographs and drawings are used, these are clear and instructive, and illustrate a 
variety of techniques. Charts are widely used to tabulate activities, thus providing a quick and easy 
reference sheet. 

The nurse, whether a student or graduate, is introduced in this book in her rightful place in the 
rehabilitation team and her presence is as essential as is that of the physician or surgeon. In order 
that she be fitted for her particular responsibilities, she is here guided step by step in a way which will 
captivate her imagination and enthusiasm and equip her for any eventuality. : 

Whatever may be the patient’s disability, the nursejis taught how to evaluate his needs and how 

; to use every means to fit him for his return to his rightful place in the community. ; 

| The divisions and titles of Units have already been given, but the following list of subject headings 

i will serve to indicate in fuller detail the wealth of information awaiting the reader. The Team. 
Facilities in Hospital and Community. Basic Principles. Muscle Training and re-education. 
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Activities related to Personal Hygiene. Activities in Daily Living. Chronic Illness. Arthritis. 
Heart Disease. Hemiplegia, Paraplegia, Quadriplegia. Multiple Sclerosis. Cancer. Tuberculosis 
to include Thoracic Surgery. The Amputee. The Blind and the Deaf. Miscellaneous Diseases and 
Conditions. The Aged. Services for Children. Through the Eyes of the Child. Care of the Con- 
valescent Child. Social and Health Reconstruction. Rehabilitation of the Mentally Ill. Status of 
Community Agencies—(N.B.—This relates to the United States of America, where this book was 
published, but could serve as a useful directive for the rehabilitation teams in other countries.). 
Psychiatric Nursing. Defective Speech, and Patient’s Return to the Community. 

Some case histories are given and material laid out for group discussions. Review questions 
are included at the end of each chapter, a valuable asset to the Clinical Tutor or for those taking a 
post-graduate course. 

_ Quoting Florence Jones Terry: “ As long as medicine is able to prevent so many people from 
dying, it is up to all those connected with health activities to work out some way by which the 
rehabilitated individual may lead a useful and satisfactory life. This book makes a valuable con- 
tribution to the foundation-laying of such services, and not only the nurse, but those in professions 
associated with medicine would find it a book of incalculable worth. 


ELIZABETH R. TURNER, S.R.N., M.A.O.T., 
Occupational Therapist, Cape School for 
Cerebral Palsied Children, Cape Town, S.A. 


MATERIA MEDICA AND PHARMACOLOGY FOR NURSES 
by J. S. PEEL, M.P.S. 


Published by N. M. Peryer Ltd., New Zealand, 1957. 2nd Edition, 172 pp. £1 4s. Od. 


BASIC FACTS OF PHARMACOLOGY 
STEWART M. BROOKS, PH.D., B.S., M.S. 
Published by W. B. Saunders Company Ltd., Philadelphia and London, 1957, 323 pp. £1 8s. Od. 


These two text books cover very much the same ground and are designed to help the student 
nurse in her study of the actions of drugs and their value in the treatment of disease. In this respect 
the presentation of the former book, by J. S. Peel, will probably appeal to the student nurse rather 
more. It is simpler, and fewer drugs are discussed so the student will not be confused by too much 
information. The latter book would be a useful reference book for the trained nurse, with its greater 
detail of the drugs action and the wider range of examples the book gives. Some of the physiology 
in this book, and the influence of drugs on various organs, is excellent, particularly that of the auto- 
nomic nervous system, but it is doubtful if the average student nurse would be able to absorb all 
of this information. After training this more detailed information would be of considerable interest 
and help to her. 

In both instances legislation controlling dangerous drugs and poisons, methods of drug admin- 
istration, and mathematical calculations are given their rightful place at the beginning of the book. 
As the Dangerous Drugs Acts vary in detail in different countries, students may find the information 
given under this heading rather confusing, and a more general approach would be helpful. More 
stress might have been laid on the student nurses’ particular responsibility when handling such 
drugs. Although the need for accuracy in calculations is stressed in both cases, the examples given 
are sometimes confusing and the rules quoted are not always expressed in the simplest wording. 
The giving of rules without explanation would seem to encourage the student to apply the rule without 
understanding the principle involved, such action is liable to lead to serious mistakes. 

For the student nurse the lay-out of material in Materia Medica under the subheadings of drug, 
toxic effects and dose, is excellent, whilst the absence of tabulation in Basic Facts of Pharmacology 
makes learning more difficult. Further the latter book does not lay such stress on the need for careful 
observation by the nurse to discover early evidence of toxic effects. In some instances, as for example 
mercury poisoning, the symptoms are not mentioned when the substance is first discussed, but only a 
cross reference to the chapter on toxicology is given. In this chapter on toxicology little is given 
about the emergency action a nurse should take in cases of poisoning. There is an excellent glossary 
of words in this book which should prove very helpful but unfortunately it is not absolutely complete, 
some terms being introduced into the text without explanation and being omitted from the glossary; 
for example “ analeptic.” 

In Materia Medica the choice of drugs described appears to be excellent. Criticism might be 
made that the section on spinal anaesthesia lacks detail and does not stress sufficiently the nurses 
responsibility for the post anaesthetic care of the patient. The section on fluid balance, if given at 
all, should be considerably enlarged in view of the present day knowledge of the need for electrolyte 
balance. In one or two instances the grouping of drugs might prove confusing, particularly the 
grouping of the thyroid and antithyroid drugs in the same list, and dealing with the renal drugs 
under fluid balance. It is distressing to find spelling errors in a 2nd edition such as “ pruritis ” on 
page 118, 
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The sequence of chapters chosen by the authors does not seem to be the simplest one. In both 
cases the earlier chapters deal with the drugs by systems. This approach is then abandoned, making 
it more difficult for the student to study pharmacology in relationship to medicine and leads to exceed- 
ingly long chapters, particularly in the book by Brooks. The sections in this book dealing with 
barbiturates, anaesthetics and drugs for pernicious anaemia are particularly good. Other sections 
are not quite so clearly explained, the dosage of soluble insulin is particularly confusing. 

In both instances simple illustrations have been used with good effect and these visual aids 
might profitably have been extended. 

Both books can be recommended for use in nurse training schools, but their different approach 
to the subject gives them a different usefulness. 

ELISABETH M. GRAVELIUS, 
Principal Tutor, Kent and Sussex Hospital, England, 


Publications Received 


Nursing in Diseases of the Eye, Ear, Nose and Throat: Various contributions from the Manhattan 
Eye, Ear and Throat Hospital. W. B. Saunders Company Ltd., Philadelphia, 1958. 10th 
Edition. 269 pp., £1 11s. 6d. 
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Textbook of Medicine for Nurses 
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With 62 illustrations, 8}-in. x 3}-in. £1 7s. 6d. net. 

Postage Is. 9d. (Overseas, 2s. 8d.). 
Tuberculosis Nursing 


By Jessre G. M.A., S.R.N., B.T.A. (HONS.), 

A free sample copy will be sent formerly Senior Sister Tutor, St. Helier Hospital, 

Carshalton. Second edition. With 98 
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The International Council of Nurses 


WHAT IT IS 


The International Council of Nurses is a federation of National Nurses Associations, 
which are non-political, self-governing organizations and embrace within their membership 
all religious faiths. National Nurses Associations which uphold these principles are admitted 
into membership with the ICN which supports them in maintaining the highest standards 
of nursing service, nursing education and professional ethics in their own countries. 

Founded in 1899, the ICN is the oldest international association of professional women. 
Only one Association of registered professional nurses in each country may be admitted to 
membership, the number of National Nurses Associations now in active membership being 
46. Individual nurses who are members in good standing of their own National Nurses 
Association (in membership with the ICN) are automatically members of the ICN and are 
entitled to its privileges. 

In countries where a National Nurses Association has not yet been established, or 
where such an Association exists but has not yet satisfied all the requirements for full member- 
ship, the Board of Directors of the ICN may appoint a nurse from that country to be a 
National Associate Representative to assist with the organization and development of 
professional nursing within her own country. At present, the number of National Associate 
Representatives is 17. 


HOW IT WORKS 


The ICN is governed by a Grand Council (the voting body) which meets every four 
years, and a Board of Directors which meets every two years. An Executive Committee 
is responsible for approving necessary action between meetings and consists of the Honorary 
Officers of the ICN: a President, three Vice-Presidents, Treasurer and Deputy Treasurer, 
who are elected at the beginning of each quadrennial period. 

The Standing Committees of the ICN, appointed by the Board of Directors, are as 
follows: Membership, Revision of Constitution and By-Laws, Education, Nursing Service, 
Exchange of Privileges for Nurses, Public Relations, Finance, Nominating, Ethics of Nursing. 

The ICN is supported financially by annual dues from each active Member Association. 
The dues which are assessed on a per capita basis, are 16 pence in the currency of Great 
Britain. Its work is carried out by a professional and clerical staff at ICN House, whose 
address is given below. 


WHAT IT DOES 


Throughout its history the ICN has sponsored a number of activities on behalf of its 
members, and has developed and maintained relationships with other international organiza- 
tions in the fields of health and social welfare. 

Currently the ICN is in official relationship with the World Health Organization, and 
works closely with other international governmental and non-governmental organizations. 

The ICN organizes congresses and conferences and these have been held in many 
different countries. 

In close co-operation with its National Member Associations, the ICN assists individual 
nurses who may desire arrangements made for temporary periods of employment, or observa- 
tion visits, in other countries. 

The Florence Nightingale Education Division maintains an Information Centre on all 
aspects of nursing education. It offers an advisory education service to National Nurses 
Associations, to other organizations and to individual nurses. 

The Nursing Service Division is responsible for promoting the development of desirable 
standards of nursing and of adequate employment conditions in all fields of nursing. 

The ICN maintains the Professional Register of Displaced Nurses which was taken over 
from the International Refugee Organization in 1950. 

An International Student Nurses’ Unit has been associated with the ICN since 1957. 
National Student Nurse groups from countries in which the professional Nurses’ Association 
is a member of the ICN may apply for membership in the International Student Nurses’ 
Unit. 

The International Nursing Review is the official journal of the International Council 
of Nurses and is published quarterly at an annual subscription of 15 shillings sterling or 
$2.50 or the equivalent. Orders may be sent to ICN House, 1 Dean Trench Street, London, 
S.W.1, England. 

A complete list of other ICN publications appears annually in the International Nursing 
Review. 
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The Essentials of 
Tropical Disease Nursing 


This paper was prepared by the Trained Nurses’ Association of India 
on behalf of Nursing Service Committee of the International 
Council of Nurses 


HIS paper is a report of a study of tropical disease nursing and includes some 
recommendations and suggestions for meeting minimum essential needs of 
patients suffering from diseases peculiar to the tropics. Tropical diseases range from 
violent epidemic diseases, like cholera and plague, to chronic conditions, like leprosy, 
and they include nutritional deficiencies. Tropical diseases attack susceptible men, 
women and children alike. Patients suffering from these diseases require all general 
nursing skills during the acute and/or chronic stage; the very life of the patient with 
cholera or plague for example depends on skilled medical nursing care: the patient 
with leprosy and filaria may undergo surgical and neurological treatment at certain 
stages; the patient with smallpox and trachoma may save his sight if he has skilled 
nursing care at the right time. Many children suffer from any and all the tropical 
diseases, so that expert pediatric nursing services are needed to care for them and to 
teach prevention and care to the mothers. The public health nurse has successfully 
played a dramatic role in the eradication of tropical diseases in areas where her 
services have been utilized. 


It can be seen that tropical disease nursing is very broad and covers a wide 
range of subjects. For purposes of this presentation the subject is limited to the 
essentials in prevention and control of those tropical disease conditions that present 
the greatest problems today. It should be understood that situations discussed in 
this paper today may not be true tomorrow as the underlying causes of tropical 
diseases are under attack from all directions, as the reader will learn by reading 
reports on education, agriculture, industry and health in her own country. 


The nurse works within the framework of an organized health programme. 
The structure of the health programme influences both the quantity and the quality 
of nursing services in each institution and in each situation where nurses serve. 


To understand the significance and the implications of nursingin the programme, 
the subject is developed under five main headings as follows:— 


I. Introduction 


Modern concept of tropical diseases 
Classifications of tropical diseases 
“Trends 

Problems 
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II. Examples of therapeutic and preventive programmes in tropical disease 
control 
National water supply and sanitation programme 
Some pertinent facts about malaria 
Leprosy programme 
Organized programme for the control of smallpox 


III. Meeting essential nursing needs of patients suffering from tropical diseases 
Objectives 
Environment 
Personal hygiene 
Nursing care and prevention of spread 
Nutrition 


IV. Minimum essentials in tropical disease nursing 
Nursing abilities needed 
Nursing personnel needed 


V. Recommendations 
Administration 
Nursing education 
Public health nursing 


I. Introduction 


To understand tropical diseases the student should seek full information in 
tropical disease textbooks as this paper presents only a brief discussion of some 
aspects of the subject. It is recommended that every nurse should be well versed in 
tropical disease nursing in preparation for service in the tropics where the need for 
well prepared nurses is very great. 


MODERN CONCEPT OF TROPICAL DISEASES 


Modern travel, international co-operation and co-ordination among tropical 
and non-tropical countries, exchange of students and many other political and social 
factors in the world today have increased personal contact of peoples of all nations. 
This close relationship among people has increased the potential incidence of diseases 
commonly found in tropical regions. 


To understand diseases classified as “‘ tropical ”’ it is necessary to define what is 
meant by tropical diseases, and the geographical areas affected. 


The term “ tropical disease ” as generally used does not correspond to any field 
of medicine that rests on any special etiological, pathological or clinical principles. 
Isolation, combined with lack of effective communication, public health practices, 
prejudice, illiteracy and poverty, are so inter-related with diseases prevalent in the 
tropics that these conditions are more closely related to economics, education and 
environmental sanitation than to climate. Most diseases found in the tropics are 
also found in temperate climates in endemic or sporadic form. 


Authorities agree that consideration of the effect of the tropics on medicine is 
more significant than classification and treatment of a certain group of diseases as 
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“ tropical diseases”. There are many inconsistencies and a lack of full information 
about diseases in the tropics, as morbidity and mortality reporting varies with each 
area and in areas within countries. 


CLASSIFICATION OF TROPICAL DISEASES 


Tropical diseases are so called because the incidence of certain diseases is com- 
mon and constitutes a major health problem in some parts of some countries that 
lie in the geographical zone extending 23 deg. and 27 min. on each side of the equator, 
the area between the tropic of cancer and the tropic of capricorn. 


Most of the diseases listed below are present in varying degrees in all tropical 
zones. They are also in endemic and sporadic forms in non-tropical zones. For 
purposes of this paper, tropical diseases are classified according to etiology as 
follows :— 


ETIOLOGY 


Viral Yellow fever 
Dengue fever 
Smallpox 
Trachoma 
Infectious hepatitis 


Rickettsial Typhus-epidemic and endemic 
Rocky Mountain spotted fever 


Bacterial Bacillary dysentery 
Cholera 
Plague 
Typhoid fever 
Para-typhoid fever 
Undulent fever (Brucellosis) 
Leprosy 
Tetanus 
Spirochaetal Relapsing fever 
Yaws 
Syphilis 
Leptospiroses 
Pinta and Bejel 


Protozoa of the blood and tissues Malaria and Black-water fever 
Kala azar 
Leishmaniasis 
Intestinal protozoa Amoebiasis 
Worms and flukes Filariasis 
Hookworm 
Tapeworm 
Guinea worm 
Schistosomiases 
Ankylostomiasis 
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Miscellaneous diseases 


DEFICIENCY AND DISORDERS OF NUTRITION 


Vitamin B, (Thiamine) 
Vitamin B, (Niacin) 
Vitamin B, (Riboflavin) 
Vitamin C 

Vitamin A 


Dietary deficiency 
OTHER CONDITIONS 


Heat stroke 
Heat exhaustion 


Tropical ulcers, desert sores 
Sickle cell anaemia 
Scabies 


Beri-beri 
Pellegra 
Ariboflavionsis 
Scurvy 


Keralosis night blindness and other 
manifestations 


Sprue, etc. 


Bites from poisonous snakes and scorpions 


Diseases found in the tropics are also classified according to conditions and 
factors that cause the diseases. This classification is included here to emphasize the 
preventive measures that can be taken to control the major tropical diseases. 


Causal factor 


1. Filth—faeces 
(Ingestion of water and 
food contaminated by 
human faeces) 


Worms and flukes 


2. Insects 
Mosquito 


Sand Fly 
Tsetse fly 
Lice 
Ticks 
Fleas 


The disease 


‘Cholera 


Typhoid fever 

Para-typhoid 

Amoebic and bacillary dysentry 
Jaundice (infectious hepatitis) 


Hookworm, tapeworms, 
guineaworm, liver flukes 


Malaria 
Yellow fever 
Filariasis 
Dengue fever 
Kala azar 


Sleeping sickness 
Typhus fever 


Relapsing fever 


Plague 
Rocky Mountain spotted fever 
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3. Air borne and/or direct Smallpox 
contact Leprosy 
Overcrowding and direct Tuberculosis 
contact with infectious Yaws 
lesions 
4. Personal contact Scabies 
Syphilis 
Gonorrhoea 


Other venereal diseases 


It should be emphasized that some of the diseases, such as tuberculosis and the 
venereal diseases, are included in this classification because they constitute major 
health problems in the tropics, as they do in most countries of the world. Tuberculosis 
and the venereal diseases are caused by many of the same social and environmental 
conditions that influence the prevalence of tropical diseases, namely ignorance, 
superstition and poverty. 


TRENDS IN THE CONTROL OF TROPICAL DISEASES 


Many of the tropical diseases were known to man during ancient times. Cholera, 
plague, smallpox, typhus and other diseases appeared in epidemic forms in all parts 
of the world prior to the twentieth century. 

The incidence of tropical diseases disappeared rapidly in some parts of the world 
following medical discoveries during the later part of the nineteenth century. 

According to a release from the South East Asia World Health Organization 
Report (SEAR 94 dated January 1955) “‘ quarantinable diseases—cholera, plague, 
typhus, relapsing fever, smallpox and yellow fever have shown a dramatic decline 
during the past 25 years. These diseases are now mere shadows of their former 
menace ”’. 

The International Sanitary Regulations of the World Health Organization 
(effective in 1952) provide measures essential to the control of quarantinable diseases 
and have influenced their decline. 

Improvement in environmental sanitation has been the greatest single factor in 
the decline of tropical diseases. It must be recognized, however, that the decline in 
the incidence of many diseases particularly the nutritional deficiency diseases is due 
to the progressive programmes in agriculture, education, health and in industry 
which have been carried out in all tropical countries during the past ten years. In 
most non-tropical areas, isolation hospitals have been closed for lack of patients. 
The same is true in some parts of India in respect to cholera hospitals—most districts 
and cities maintain isolation hospital and emergency epidemic teams to deal with the 
problems. There is a trend to build an isolation block in the compound of general 
hospitals where patients may receive more careful attention and where students 
may gain experience in the study of the patients. 


PROBLEMS 


The problem of tropical diseases, in terms of the number of reported deaths, 
is still real as every nurse working in general hospitals and in public health must 
experience in her daily work in the tropical countries. 
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The major problems in the tropical disease control may be listed as follows:— 


(a) Environmental sanitation 


Lack of organization and effective administration of water supply, sewage 
disposal, mosquito and insect control, fly and lice control, rodent control, food- 
control of milk products, meat and other food products, and housing. 

(b) Health facilities 
i. Inadequate facilities for immunization 
ii. Inadequate hospitalization facilities for the diagnosis and care of the 
acutely and chronically ill patient 
iii. Inadequate training facilities 
iv. Lack of enough organized public health units to reach all the people 
(c) Health personnel 


Lack of enough qualified: 

i. Doctors—therapeutic and public health 
ii. Sanitarians 
iii. Nurses and auxiliary personnel 


There is a great shortage of doctors and a greater shortage of professionally 
trained nurses in many tropical countries. 


The education of doctors, nurses and sanitarians does not always include 
prevention and treatment of patients suffering from conditions such as smallpox, 
leprosy, cholera, plague and other such diseases found in the tropics. Preventive 
medicine and nursing are not always included in basic training programmes. 

(d) Education 

Lack of training facilities and teachers has been and is still a major factor in the 
prevalence and the present status of control of tropical diseases. Educational 
facilities have not been available so that people have not learned what to do, nor 
how to attain and maintain maximum health. 


A change of personal health habits is possible when a person understands what, 
why and how to do things in a safe way. It has been demonstrated that nutrition 
and personal hygiene habits change and improve with education. The problem 
centres largely around the school, and in the home where personal hygiene habits 
are influenced. 


(e) Undernutrition and malnutrition 

Nutritional deficiency diseases are common in tropical areas. The diet of the 
polished-rice-eating-people is deficient in vitamins, minerals and protein. Problems 
related to nutrition form only a part of the total economic problems of the area. 
Prejudice and ignorance are closely linked with nutritional deficiencies. 


In tropical areas, many families either bring food into the hospital for patients 
or they prepare food in the compound. (This may be a hospital policy or a religious 
bias). The nurse has an unusual opportunity, in these situations to guide the family 
in the selection and preparation of food for the patient and for the family as well. 
As nutrition is not adequately taught in many schools of nursing nurses do not always 
know all they should on the subject nor do they receive supervised training in nutrition 
and diet therapy. 
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II. Therapeutic and Preventive Programmes in 
Tropical Disease Control 


History reveals that the first hospital and public health programmes were 
outgrowths of a recognized need to control diseases affecting large segments of a 
population. Most of these diseases are included in the tropical disease classification. 
Organized health programmes have controlled tropical diseases in many areas. 
The prevention of the spread of communicable diseases, many of which are among 
the so-called tropical diseases, served as a basis for one of the first international 
co-operation programmes. For example international quarantine laws provide 
for certificates of vaccination against many of the diseases commonly found in the 
tropical areas such as smallpox, cholera, plague, yellow fever and typhoid fever. 
Persons found with symptoms of these diseases and those without acceptable certi- 
ficates of vaccination are held in quarantine at the port of entry during the period 
of incubation. 

Each organized Health Ministry and department of health at the national, 
state or provincial level, includes in its responsibility the control and prevention of 
epidemic diseases. Every nurse should have a working knowledge of the organiza- 
tion, the programmes and the facilities in her own country, as a basis for understand- 
ing, co-operation and co-ordination. 

It should be emphasized that realistic planning and sound organization is 
essential for effective control of tropical diseases. Administration of programmes 
in the urban areas is relatively simple, except for overcrowded housing. Effective 
organization and administration of rural programmes is essential for the control of 
the tropical diseases, yet in rural areas this is very difficult and often impossible 
because of transportation and communications difficulties. All health programmes 
are concerned with both therapeutic and preventive aspects of tropical diseases. 

Organized programmes essential to the management and control of tropical 
diseases include :— 

1. Effective administration and organization of generalized programmes that 

include a division on the national, state and local levels to deal with com- 
municable disease control. 


2. Effective programme of administration with emphasis on safe water. 


3. Adequate budget to provide facilities, including hospitals, health centres, 
and clinics where diagnostic and treatment facilities are available to all the 
people. 

4. Adequate immunization facilities connected with all clinics, health centres, 
and out-patient departments. 

5. Adequate training facilities and budget to employ qualified doctors, nurses, 
sanitarians and auxiliary personnel. 

6. An active educational programme designed to motivate people to seek 
protection against disease. 

7. A research and evaluation programme in relation to the tropical diseases. 


It is interesting to find that many vitally important things are not known about 
some of the tropical diseases. 
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8. Other action—as indicated by the need. India has taken the lead in developing 
some outstanding programmes in the control of the major tropical diseases. 
The following programmes are typical and represent one disease in each 
of the major classifications. The national water supply and sanitation pro- 
gramme is included and is presented first because nothing else can or will 
control many of the tropical diseases until safe water is available to all the 
people. 


EXAMPLES OF PROGRAMMES FOR THE CONTROL OF TROPICAL 
DISEASES 


NATIONAL WATER SUPPLY AND SANITATION PROGRAMME 


Safe drinking water is of primary importance in the control of the filth diseases 
such as cholera, dysentery, typhoid fever and jaundice that cause, according to the 
Bhore Committee Report, many thousands of people to die in India each year. 
The control of these diseases depends on an effective programme of sanitation. 


The Government of India recognized the significance of safe water and sewage 
disposal in the control of disease and consequently established a national pro- 
gramme to meet the needs. The following paragraphs outline very briefly the 
national water supply and sanitation programme in India. 


Objectives of the programme 


1. To reduce the incidence of water and filth borne diseases. 

2. To provide public health engineers as consultants to states, municipalities 
and to rural areas. 

3. To train sanitation personnel. 

4. To provide grant-in-aid to states in the form of loans for urban water supply 
and drainage schemes. 

5. To provide grants to help meet the cost of rural supply and sanitation schemes. 

6. To establish standards and regulation. 

7. To provide public health education. 


The Central Public Health Engineering Organization is an integral part of the 
Directorate General of Health Services and is responsible for: 


1. Administering the technical aspects of the national programme. 

2. Training of sanitation personnel through the All India Institute of Hygiene 
and Public Health in Calcutta and other government colleges. 

3. Initiating and stimulating active research in the field of sanitation. 

4. Public health education as a primary function of all health personnel. 


In principle, the water supply and sanitation programmes in states and cities 
follow the national programme. In some places the sanitation organization is 
established in the Department of Public Works. It should be emphasized that when 
a safe water supply is available, the major epidemic tropical diseases such as cholera, 
dysentery, typhoid and enteric diseases come under control. 


Drainage installations and the use of sanitary latrines is second in importance 
to the water supply programmes. Sterilization of night soil, soakage pits and manure 
pits are also important in the control of filth diseases. 


10 


| 


SUPPLEMENT, OCTOBER. 1958 


SOME FUNCTIONS OF THE NURSE IN SANITATION 


The nurse at the hospital bedside, and in the home and the nurse who works with 
community groups teaches and urges the people to boil all unprotected drinking water; 
she explains how germs leave the body in the faeces and in sputum; she demonstrates 
by using actual models, charts, flannelgraphs and posters how to make a safe latrine 
and other sanitation devices. She explains why a latrine is needed, why and how to 
use it. She explains the functions of the sanitary inspector and urges the family to 
contact him for help in improving village and home sanitation. 


All too often, the nursing curriculum does not include sanitation as a subject 
and so the nurse does not understand that this subject is of such primary importance 
in the control of tropical and other preventable diseases. The integration of public 
health in the basic nursing curriculum in India should correct and improve the 
situation. 


SOME PERTINENT FACTS ABOUT MALARIA (INSECT BORNE DISEASES) 


1. Malaria is a related group of diseases caused by four different protozoan 
species, plasmodium vivax, P. ovale, P. falciparum and P. malariae. Malaria has 
been a scourge since ancient times. Clinical signs are characterized by chills and 
fever due to the growth and development of the micro-organisms in the red blood 
cells. Other clinical signs are: enlargement of spleen and liver; secondary anaemia 
and recurrent and intermittent chills and fever. 


2. Source of infection—The blood of an infected person. 


3. Mode of transmission—By bite of infected anopheline mosquito of the vector 
species. 


4. Incubation—Usually 14 days. 
Susceptibility—There is some racial resistance to some species. 


Prevalence—Widespread in tropical and sub-tropical areas. 


=~ 


Prevention: 


1. Repeated spray at appropriate intervals of time, with effective insecticide 
having residual action, taxicity to mosquitoes on the walls of homes in 
the endemic area. 


2. In the absence of residual spraying, use of a liquid spray in the bedroom 
each night. 


3. Screening of sleeping and living quarters or use of a mosquito net. 


4. Routine oral administration of suppressive drugs for persons residing 
in malarious areas when unable to protect themselves against mosquito 
bites. 


5. Adequate treatment of patients. 


6. Public education about malaria and measures needed to eradicate the 
disease. 


7. Accurate reporting of new cases to the health authority. 
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SOME KEY POINTS IN THE NATIONAL MALARIA CONTROL PROGRAMME IN INDIA 


1. Problem: At the beginning of the First Five Year Plan in India, it was 
estimated that about 100 million people suffered every year from malaria, of whom 
one million died. The population needing protection was about 200 million. The 
planned programme provided for: 

a. Regular residual spraying of insecticides in all houses in affected areas. 
b. Administration of anti-malarial drugs to patients. 

c. Survey 

d. Research and evaluation. 


2. Administration: The malaria programme is administered by the Director 
of the Malaria Institute of India. 


Organization includes: 

1. Administration: Survey, planning technical direction, supervision and 

co-ordination. 

2. Education—professional training of technicians. 

3. Research 

4. Materials, supplies and equipment are provided through the national 
programme to States for service in affected urban and rural areas. 


3. Evidence of effectiveness of the programme: At the end of the first planned 
period about 112 million people have been protected against malaria and many 
hundreds of square miles of fertile food producing land has become available. 


4. The Second Five Year Plan: The second phase of the programme provides 
for intensification of malaria control measures. Rupees 27 crores have been provided 
in the plan for malaria control. “It is hoped that sufficient funds will be made 
available to transform the existing programme into an eradication programme.” 


Role of the nurse in malaria control: 

a. Care for patients during the acute stages of disease in the hospital and 
home. 

b. Screen your own living and sleeping quarters and/or sleep under a 
mosquito net when you are in a malarious area. 

c. Teach individuals and groups about the cause and prevention of the 
disease with emphasis that the individual and community has a responsi- 
bility to assist the health authorities with the control and eradication 
of malaria. 

d. Teach and give home care to the individual who is disabled due to 
anaemia, and liver damage that so frequently follows malaria. 

e. Work with institutions to urge the use of screens, spraying and utilization 

of other control measures. 
Assist with malaria survey and research. 
g. Find and report persons with signs and symptoms of malaria. 
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LEPROSY PROGRAMME 


SOME PERTINENT FACTS ABOUT LEPROSY (BACILLI) 
Leprosy is broadly divided into two groups, namely: 
Tuberculoid: the benign non-infectious form characterized by eruption. 


_ Lepromatous: severe and infectious type characterized by nodules in the skin 
and mucus membranes. 


Incubation. The absolute period is uncertain. It is stated to be from 6 to 8 
years but may vary from a few months to 20 years. 


Etiology. Hansen (1874) described the bacillus of leprosy (mycobacterium 
leprae). The bacilli are acid fast and resemble the tubercle bacilli. 


The bacilli are present in greatest numbers in the nodules of the skin and mucus 
membranes, but are widely disseminated throughout the body and even occur in 
blood during febrile stage. 


The bacilli leave the body from any of the lesions which are broken down. They 
are discharged in large numbers from degenerated nodules of the skin and mucus 
membranes. 


Immunity. Leprosy is a disease of man only. Highest attack rates are among 
those who are exposed in early life. Fifty per cent of the cases occur before 20 years 
and 66 per cent before 25 years; few cases start after 30 years. 


Contagiousness. A study in the Philippines (Doul and others 1942) revealed 
that a substantial proportion of household contacts to an infectious case developed 
leprosy before the age of 25 years (29 per cent of the males and 14 per cent of the 
females). In the area studied, of persons without a history of family contacts, less 
than 6 per cent males and 3 per cent females contact the disease before this age. 
Geographic location is a dominant factor in the spread of leprosy. It is not known 
why leprosy spreads in some regions and not in others. 

Modes of transmission. Leprosy is evidently a contact disease, but just how it is 
caught is not yet known. In the absence of scientific proof the authorities agree 
that the infection probably enters the body through the skin and mucus membranes. 
Leprosy passes from man to man. Leprosy bacilli leave the body through any of 
its secretions or excretions. Even urine and faeces contain acid fast bacilli. 


Prevention. Experiment and research is going forward on all aspects of leprosy 
prevention and control. Modern drugs give great promise in the programme of 
prevention. Methods of control vary and include: 

1. Compulsory notification of a case to the public health authorities. 
2. Early recognition and adequate treatment. 
3. Isolation during the infectious stage. 


4. Separation from birth of all children born of parents in a household 
where leprosy patients reside. 


Problem: 


1. Incidence. According to the Bhore Committee Report, the number of 
persons suffering from leprosy in the world is about five millions. 
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In the highly endemic areas in India the incidence of leprosy ranges from 2 to 
5 per cent of the population and it may even be as high as 15 to 20 per cent in some 
villages. In the non-endemic regions of North-Western India large areas may show 
no cases while the general level of incidence is stated to be as low as 0.01 per cent or 
one per ten thousand of the population. It was estimated by a Government of India 
Committee in 1953 that there are about 1.5 million persons suffering from leprosy. 


2. Facilities. Diagnostic, treatment and preventive facilities are inadequate. 


Programme. A national leprosy control programme has been inaugurated with 
an aim to eradicate the disease. The first stage was to establish a Central Leprosy 
Teaching and Research Institute to: 


1. Study the problem; 
2. Train workers in epidemiology, laboratory science, and for treatment; 


3. To provide information for governments and organizations dealing with 
leprosy; 


4. Study methods of control; 
5. Co-ordinate public and private agencies. 


The second step in the programme was to establish pilot projects in selected 
areas. The main objective of the scheme is to give proper treatment to all patients 
in the control area through clinics and home treatments. Sulphone therapy brings 
about a gradual reduction in the number of bacilli in the skin, promotes healing of 
ulcers and reduces infectiousness. 


Patients suffering from leprosy and their contacts are given sulphone treat- 
ment either in the clinic or in their homes. 


Expenditures for the pilot projects are shared by the Central and State 
Governments. 


Education in this field emphasizes the need for early diagnosis and treatment, 
and acceptance of the cured patient for employment and normal living in the com- 
munity. 


Sanitaria and rehabilitation centres. The overall programme for leprosy care 
and control in India also includes: 


1. Surgical treatment in special hospitals and in special wards in general 
hospitals. 


2. Sanitaria for the care of patients where treatment is not available locally 
(and/or where the patient cannot be properly isolated in the home) and 
for far advanced conditions. 


The sanitaria provide schooling for children, occupational therapy, and all types 
of treatments. In some instances, the sanitaria are practically self maintained and 
are organized like a small township where patients work and serve each other. 


Sanitaria are financed by both Government and Mission and other volunteer 
agencies. 

Rehabilitation and social acceptance of the patient suffering from leprosy is a 
problem in which nurses play an important role. 
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The role of the nurse in leprosy programmes 


1. The general public health nurse is prepared to function in the Leprosy 
Control Programme, as she is technically qualified to help in epidemiology, to detect 
and secure diagnosis and treatment for early cases, to assist with diagnostic and thera- 
peutic care in clinics, to assist with rehabilitation and to teach. 


2. The qualified professional nurse is a key member of the surgical and medical 
staff in hospitals and sanataria where patients with leprosy are treated. Special 
techniques include occupational therapy, physical therapy, and prevention. 


In some situations, specialized technicians are trained to follow-up defaulting 
clinic patients and to give medication in the home. The need and value of short term 
training for special technicians in this field is recognized by those responsible for 
preparing this paper, as is the need for adequate public health nursing supervision 
of leprosy technicians emphasized. 


ORGANIZED PROGRAMMES FOR THE CONTROL OF SMALLPOX (VIRUS) 


Smallpox has been and, in some parts of the world still is, one of the greatest 
scourges of mankind. Smallpox which has been almost completely eradicated in 
Europe and in most parts of the western hemisphere is still prevalent in many of the 
tropical countries, even though the incidence is constantly declining. 

Smallpox thrives wherever the contagion is carried and wherever it finds sus- 
ceptible people, irrespective of age, sex, race, climate, soil, occupation or sanitary 
surroundings. 


Organized smallpox control programmes are included in international, national, 
state and local public health laws and regulations. These laws or regulations provide 
for compulsory vaccination and revaccination as indicated. 


It is necessary to show recent vaccination when one travels from one country 
to another. 


To understand organized programmes for the control of smallpox, it is neces- 
sary to review and understand the disease as follows:— 


1. Etiologic agent. The virus of smallpox. 


2. Source of infection. Lesions of the mucous membranes and skin of 
infected persons. 


3. Mode of transmission. Contact with the freshly contaminated discharges 
from skin lesions and mucus membranes of a person suffering with the 
disease. 


4. Incubation. 7—16 days, average 12 days. 


5. Period of communicability. From first symptoms to disappearance of 
all scabs and crusts. 


METHODS OF CONTROL 
a. Prevention: 


Vaccination in early infancy, revaccination on entrance to school and when 
exposed. 
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b. Infected person, contacts and environment: 


1. Recognition of the disease and reporting of persons with symptoms to the 
health authority. 


2. Segregration in an isolation hospital until infectivity period is past. 

3. Concurrent disinfections: sterilize by high steam pressure or by boiling 
all articles before taking them from the isolation unit. Disinfect all 
bedding before washing. 

4. Terminal disinfection: wash furniture, walls and floors with hot water 
and expose to air and light. 

c. International measures: 


1. Notification: each government should notify adjacent governments 
and WHO and the nearest WHO Regional Epidemiological Information 
Station of an epidemic of smallpox. 


2. Measures on departure of vessels and aircraft from the infected area: 
prevent from embarkation any person showing symptoms and contacts 
to a person suffering from smallpox. 


3. Vaccination: certificate of successful vaccination within six weeks or 
three months prior to departure. 


4. Medical inspection of members of the crew and passengers upon arrival 
of vessel or aircraft. Quarantine. 


d. National and stote programmes for the control of smallpox include: 
1. Manufacture and distribution of smallpox vaccines. 
2. Training of vaccinators. 
3. Education. 
4. Provision for emergency teams to control endemic and epidemic 
outbreaks. 
5. Research. 


e. Local public health administration provides: 
1. Vaccination clinics. 
2. Employment and supervision of vaccinators. 
3. Education 
4. Isolation hospital. 


f. Nursing measures for prevention and control: 


1. Protect self by vaccination upon entrance to a school of nursing and 
revaccination before caring for a patient or before taking up duties in an 
isolation hospital. 


2. Assist with immunization programmes in clinics, schools and during 
epidemics. 

3. Promote the inclusion of smallpox immunization in all out-patient clinics, 
and in health centres. 
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. Teach the patients, their families and friends how vaccination prevents 


smallpox and why every child should be vaccinated before the sixth 
month. 


. Report to the health authority any person showing signs or symptoms 


of smallpox. 


. Supervise all non-professional personnel who are assigned to help care 


for the smallpox patient. 


The nurses caring for smallpox patients should not care for other patients 
at the same time. 


Bathe and change uniform before leaving the hospital. 


g. Special nursing care of the patient 


1. 


Isolation in the infectious disease hospital in the smallpox ward 
where all equipment and material used for these patients are kept in 
readiness. Each patient should have his own thermometer, wash basin, 
toilet articles, dishes and mouth care material. 


. The isolation ward should have hand washing facilities for doctors and 


nurses at the entrance to the isolation unit. 


. Upon entering the ward the nurse should put on a freshly autoclaved 


(or boiled) face mask and a gown. The gown and mask should be 
removed and washed after each use. 


. Take the temperature every four hours as long as there is an elevation. 


Insist on separate thermometer for each patient. 


. Sponge the patient with a mild oil using cotton pledgets to apply the oil 


to the open lesions. 


. Cut the patient’s finger nails as short as possible to prevent scratching. 


Scratching may result in cross infection and deep scarring. Cover the 
hands with gloves when scratching cannot be controlled. 


. Irrigate the eyes with a mild solution of saline to help prevent blindness. 
. Keep the room cool and prevent bright lights from shining in the eyes 


of the patients. 


. Force fluids especially water and fruit juice. 
. Give enemas as ordered to help elimination—laxatives increase the loss 


of body fluids. 


. Give nourishing foods as soon as the patient can tolerate them. 
. Boil the patient’s clothing on admission and have them ready for him 


when he is discharged. 


. Provide diversional therapy as soon as possible to keep the patient’s 


mind occupied and to help divert his attention from the irritation. 


. Apply pledgets moistened with two per cent permanganate solution to 


ulcerated lesions to relieve pain and irritation and to reduce scars. 


. Keep the bed clean. In some hospitals, the patient lies on banana leaves 


that are cool and that can be burned after use. 


. Keep air free from dust by wetting the floor before sweeping. Burn all 


trash and left-over food. Burn sputum and scabs. 
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III. Meeting the Essential Nursing Needs of Patients 
Suffering from Tropical Diseases 


The essential physiological, psychological, environmental and social needs of 
patients suffering from tropical diseases vary with the disease and with its stage and 
severity. 

Nursing care of patients suffering from tropical diseases requires adaptation of 
basic nursing skills and techniques. When well organized professional nursing 
services and equipment are available most patients (except smallpox, plague and 
cholera) may be cared for in a special ward in the general hospital or in an isolation 
unit in the general hospital compound. 

It has been found that the “ unit system” of patient care! and the “critical 
unit ’? system provides the maximum effective service to the patient and at the same 
time provides for the prevention of spread of the disease. 


To meet the nursing care needs of patients, certain abilities are required as 
reflected in the following brief description of acceptable nursing practices which are 
described under the five main headings of: 


Objectives. 

Meeting the environmental needs of acutely ill patients. 
Meeting the personal hygiene needs. 

Special precautions to prevent the spread of infection. 
Meeting the nutritional needs. 


eae 


SOME OBJECTIVES OF NURSING CARE IN THE TOTAL PROGRAMME 
1. Support and sustain the patient during the acute stage of the disease with 
fluids, food, medication and effective nursing care. 


2. Prevent and control the spread of disease by destroying the organism as 
it leaves the body and by controlling vectors. 


3. Assist with epidemiology. 

4. Urge and help secure immunization for all familial and other contacts. 
5. Teach and practise all preventive measures including immunization. 
6. Co-ordinate home and hospital services. 


7. Promote and participate in all programmes designed to control tropical 
disease such as programmes of sanitation, nutrition and general public health. 


8. Teach prevention as part of all nursing services in the hospital, school, 
home and in industry. 


9. Teach, practise and help people obtain properly balanced diets to help 
prevent nutritional deficiency diseases. 


1 Everything needed for the patient is kept at his bedside. 


* Critical unit refers to a system of grouping all acutely ill patients in one section where adequate 
staff and equipment is available throughout the 24 hours. 
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10. Observe and report signs of any disease to the doctor and/or to the health 
authority and help the person or persons to get adequate medical care. 


11. Give and demonstrate skilled nursing care in the hospital and/or home as 
indicated. 


12. Organize community groups and teach prevention of disease and healthful 
living. 


MEETING ESSENTIAL ENVIRONMENTAL NEEDS OF ALL PATIENTS 
DURING THE INFECTIOUS STAGES OF THE DISEASE 


It is recognized that the hospital is the very best place to care for a patient during 
the acute stage of any of the tropical diseases. 


1. When possible, group all critically and acutely ill patients in one area or ward 
and assign a sufficient number of nurses and assistants to the critical area. Equip 
the “critical area” with oxygen, transfusion, infusion, suction, emergency trays 
ready for use and other facilities to give efficient care as the patient needs it. 


2. Establish a “ unit system ” of service in which the total needs of the patient 
are met within a circumscribed area, by the following arrangements: 


(i) Place beds 8-ft. apart to prevent cross infections “‘ glassed-in ’’ cubicles are 
desirable. 


(ii) Assemble all equipment needed by each patient in his unit including thermo- 
meter, bed pan and urinal, bathing supplies, eating utensils, metal container 
for soiled linen and material for dusting and cleaning the unit. 


(iii) Provide hand washing facilities at the entrance of the unit. 


(iv) Provide a gown and mask for doctors and nurses who care for patients 
suffering from disease spread through the respiratory tract. Provide a 
container of masks at the entrance of the unit and use a fresh one each time 
you enter the area. 


3. Keep the unit as cool as possible. In India, during hot weather, khas khas, 
a screen made of special root fibre is hung over doors and windows to keep the air 
cool and moist. The khas khas is kept wet by sprinkling it with water several times a 
day. 

4. Keep the area clean—use a moist cloth for dusting and wet mop for cleaning 
the floors. Do not use a dry broom or dust cloth as many micro-organisms travel 
about on dust particles. 


5. Screen the doors and windows to prevent flies and mosquitoes from spreading 
the disease. 


MEETING THE PERSONAL HYGIENE NEEDS OF ACUTELY ILL PATIENTS 


After the physician makes a diagnosis and orders treatment, the nurse is not 
only responsible for carrying out the orders, for observing and reporting progress 
and signs of complications, but also responsible for the general care and comfort of 
the patient. 
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The nurse must know her patient and she must do the vitally important first 
things first as follows: 


1. The first thing to do is to see that the patient has sufficient fluids (unless 
otherwise ordered by the doctor). The patient may be dehydrated due to fever, 
vomiting and diarrhoea. Fluids are essential to his recovery. Fluids are given by 
intravenous infusion, by hypodermodysis, by rectal drip and/or by mouth. Careful 
ar.d scientific preparation of the fluid and sterilization of equipment ensures safety 


and prevents complications. Isolation of all material and equipment within the 
isolation unit is essential. 


2. Give medication as ordered. To be effective the right medication must be 
given in the right amount at regular specified intervals and at the right time. This 
is the second most important nursing essential. The medication reaches a certain 
level of concentration in the blood and this level of concentration must be maintained 
over a specified time before the medication is effective. This concentration is estab- 
lished and maintained only when the correct amount of drug is taken into the body 
at regular times. 


3. The third most important essential is to observe and see that the elimination 
of the patient is adequate. Intake and output of fluids should be measured as indicated. 
Irrigations may be required. Proper disposal of urine and faeces is of first importance 
to prevent the spread of infection. (See below.) 


4. General care of the patient is essential and includes: 
(i) Daily cleaning bath and cold sponges to control temperature. 


(ii) Special skin care for patients with skin lesions such as smallpox—oil bath 
is used instead of water. A mild solution of potassium permanganate 
applied to the smallpox lesions will lessen irritation and itching. 


(iii) Special mouth care: fever and dehydration causes discomfort and obstruc- 
tion to the breathing passage. Keep the lips moist with liquid paraffin 
(mineral oil) and force fluids. When the patient has enough fluids, his 
mouth and lips will be moist. 


5. Special procedures and treatments often include: 


(i) Cold baths to reduce such temperatures as 105°, 108°, etc. Place wet 
sheets or large wet towels over and under the patient and sprinkle with cold 
water. Place small pieces of ice along (outside the sheet or towel) the axilla 
and groin regions. Take the patient’s temperature every 30 minutes and 
watch for signs of cyanosis. Remove the pack immediately if the temperature 
falls suddenly and if the patient becomes cyanotic. Keep close account of 
pulse volume and rate. Report any change of condition to the doctor. 


(ii) Cold rectal irrigations are frequently ordered for patients with high fevers. 
The technique used to give a high colonic irrigation is used. 

(iii) Special treatment for the patient is individual as indicated by the patient 

and the disease. 
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SPECIAL PRECAUTIONS TO PREVENT THE SPREAD OF INFECTION 


The following measures to prevent the spread of tropical diseases are based on 
scientific research as published in recent books on the subject. The effectiveness of 
prevention of spread of disease is the responsibility of the public health authority, 
of the hospital administration, and the nursing service. The public health authority 
establishes laws and regulations relative to control and they may be vested with 
authority to enforce the regulations. The hospital administration is responsible for 
institutional policies, for staffing and for furnishing enough supplies and equipment 
to carry out effective techniques and for maintaining equipment. The nursing service 
is responsible for patient care and for carrying out the policies of the hospital and 
public health regulations relative to prevention; for assisting with epidemiology and 
for helping all contacts to be examined and immunized as indicated; and for teaching 
prevention and care. 


Preventive measures are classified as follows:— 
1. Disinfection and destruction of causative organisms at their source. 
2. Immunization of all familial and other contacts. 


3. Epidemiology, tracing the source of each infection and taking necessary 
action to correct the conditions that harbour and disseminate the causative 
organisms. 


Early diagnosis and treatment of persons who develop signs of disease. 
Isolation of persons during the communicable stage. 


Control of environment: safe water, sewage disposal, control of animals, 
anthipods, and other vectors of tropical diseases. 


Education: every nurse and every hospital and public health worker is 
responsible for teaching preventive measures. 


Most preventable tropical diseases are spread from man to man either directly, 
indirectly or through some intermediary host such as the mosquito. Organisms 
enter the body through the mouth, nose or skin. Organisms leave the body through 
the body discharge, i.e., faeces, urine, sputum, skin. 


1. DISINFECTION OR DESTRUCTION OF CAUSATIVE ORGANISMS AT THEIR SOURCE 


The organisms which cause diseases such as cholera, the dysenteries, jaundice, 
typhoid fevers, the parasites causing hookworm and other intestinal diseases leave 
the body in faeces. Some organisms leave the body in the urine. 

Faeces 
Disinfecting agents: Bleaching powder 
Milk of lime 
Cresol-dettol 
Carbolic acid 4 
Formaldehyde 10% or 
Unslaked lime and hot water. 


The kind of disinfecting agent to be used is generally included in public health 
regulations. 
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Procedure: 
1. Receive the discharges in a glass or glazed earthenware vessel that 
contains some of the germicidal solution. 


2. Add enough of the germicidal solution to increase the volume to twice 
the amount of the stool. 


3. Break up all hard or formed masses and allow to stand in the bedpan 
for two hours and then empty the content of the pan into the latrine 
or bury it in the ground. 

4. Cover the vessel to keep flies away from the highly infectious materials. 


5. Scald or boil bed pans and urinals. When not in use these should 
contain some of the germicidal solution. 


6. Provide each patient with his own pan. 
7. Wash hands with soap and water after handling the pan. 


Sputum 

Smallpox, tuberculosis, diphtheria and other preventable diseases are spread 
by sputum. 

Procedure: 


1. Collect all sputum in a tin of moist sand and burn the sand once or 
’ twice a day, or oftener as needed. 


2. Place a 5% carbolic solution in the sputum cup and boil the material 
for 30 minutes before discarding it in the latrine or water closet. 


3. Wash hands with soap and water after handling the cup. 
4. Teach the person to cough and sneeze in a handkerchief. 


Urine 
Add enough of the following agents: 
1. Bichloride to make 1 : 1000 solution, or 
2. Carbolic to make 2.5% solution, or 
3. Formaldehyde to make a 10% solution. 


Procedure: 
1. Collect urine in a glass or unbroken enamel or glazed earthenware 
container. 


2. Allow to stand in solution for 1 hour. 
3. Discard in the latrine or water closet. 
4. Keep covered to prevent flies from reaching the infectious materials. 


Bedding 
1. Collect the bedding in a metal container at the bedside. 
2. Place used bedding in boiling water and allow to boil for 20 minutes. 
3. Hang in the sun to dry. 
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4. Wash the mattress tick with a brush using soap and water and expose each 
side to the sun for 6 hours. 


5. Autoclave when possible. 


When straw-filled mattresses are used, the straw should be removed and 
burned and the mattress cover should be boiled and sunned. 


Dishes 
Each patient should keep dishes in his isolation unit. Dishes are frequently 
made of metal. 
1. Boil the dishes for 20 minutes before washing. 
2. Wash with soap and water. 


3. Expose to the sun to dry or stand on edge and allow to drain. 
In some places food is served on banana leaves or other leaves which are burnt after 
use. This procedure is recommended where acceptable. 


Dressings 
Collect in a paper or leaf and burn. 


Bath Water 
Boil and discard in water closet or bury in the ground. 


2. IMMUNIZATION 
The following schedule is recommended: 


Smallpox Vaccinate all infants at 4 months, or earlier if exposed. 
Revaccinate children on entrance to school. 
Revaccinate when exposed or when epidemic or endemic 
occurs. 


Typhus Yearly vaccination of total population in endemic or 
epidemic areas. 


Cholera Yearly immunization of total population in endemic or 
epidemic areas. 
Immunization of all persons attending festivals, fairs 
and other large gatherings. 


Plague Yearly immunization of total population in endemic 
areas. 
Reimmunization during epidemic. 
Typhoid fever Immunization and yearly booster. 


Other immunizations as indicated and as recommended by national and state 
public health authorities. As health programmes develop it is recommended that 
immunization facilities should be available in all out-patient departments, and in 
all health centres. 
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MEETING THE NUTRITIONAL NEEDS OF PATIENTS SUFFERING WITH 
TROPICAL DISEASES 


Since malnutrition is a major underlying cause of many health and other con- 
ditions in the tropics, it seemed important to develop this section in two parts 
namely: 
1. Nutrition during the acute stage of the major communicable diseases, 
2. Malnutrition. 
Each of these topics are broad and the scope for nursing service in this field is 
unlimited. The following brief discussion of some of the major problems relating 


to nutrition is designed to stimulate the reader to further study and to join the crusade 
for improving general health and living through better nutrition. 


1. NUTRITION DURING THE ACUTE STAGE OF TROPICAL DISEASES 


The nutritional needs of the patient with a high fever and/or with nausea and/or 
with diarrhoea are even greater than the nutritional needs of a normal person. The 
breaking down processes in the body are far more active than the building up 
processes so that the body’s reserve of food is soon used up. The fever patient 
frequently has gastric difficulties and cannot tolerate food by mouth. Many patients 
also suffer from intestinal involvement during the acute stage of tropical diseases so 
that bulky foods and highly seasoned foods are prohibited. 


The problem centres around the fact that the nutrition of the patient must be 
maintained as a primary weapon against the infection. After a thorough study and 
examination, the doctor determines the kind of foods that the patient may tolerate. 
When the patient is unable to take food by mouth then specially prepared vitamins, 
carbohydrates, and some minerals are generally added to intravenous infusions. 
Liquid diet consisting of non-fat soups, fruit juices, tea and coffee is offered as soon 
as the patient can tolerate food by mouth. 


Soft diet consisting of boiled or baked (not fried) foods is given as soon as the 
patient can take it. It should be emphasized that the liver is often involved and fat 
or fried foods are contra-indicated until the patient has fully recovered. Many 
patients are accustomed to highly seasoned food and boiled tasteless food may be 
rejected. The nurse should help the patient understand why the food is needed in 
this form and how the bland diet aids his recovery. 


The study of tropical disease nursing revealed that the preparation and serving 
of diets in many tropical disease hospitals was the responsibility of a non-professional 
cook and that nurses did not particularly participate in the diet services. This seems 
most unfortunate as nutrition is such a primary need of every patient irrespective 
of diagnosis. There are very few hospital dietitions available. 


In some situations, there are no diet kitchens attached to hospitals where nurses 
are trained so that diet is neglected in the treatment and care of patients and in the 
training programmes. It should be understood that this practice evidently grew up 
because of certain religious prejudices relating to the preparation and serving of food. 
In such cases the family prepares and brings the food to the patients. Where this 
situation exists the nurse should instruct the family about what to bring, how much 
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to bring, and how to prepare the food. The food should be transferred by the nurse 
from the vessels that are brought from home to the patients’ individual dishes, without 
contamination. 


The sick patient should have the foods of his choice when this is possible. 


The responsibility of the nurse in nutrition and dietetics in relation to acute 
tropical diseases nursing cannot be over emphasized. She can be a potent force in 
bringing the need for adequate diet and nutrition to the attention of the hospital 
authority, and so help establish a proper scientific feeding programme. 


2. MALNUTRITION 


Malnutrition refers to any one of many manifestations of any type of disorder 
in the nutritional state of an individual. 


Economic factors, famine, ignorance, bad nutritional habits, may lead to mal- 
nutrition in large population groups, yet there are many other causes of serious 
malnutrition such as complications of other diseases. Disease of the intestinal tract, 
hyperthyroidism, malignant diseases of the liver and gall bladder and pregnancy, 
may interfere with the absorption and utilization of nutrients. This is particularly 
true when most of the foods are fried and heavily seasoned, as is found to be the habit 
in many tropical areas. 


The most important forms of malnutrition are: 


1. Underweight and starvation which is due to a continued caloric deficiency. 
When a person does not take in enough calories to maintain his body then he utilizes 
his own fat and other tissues, producing loss of weight and stunted growth. Babies 
are generally breast fed during the first 12 to 18 months with little or no supple- 
mented feedings. This may account for many obvious cases of malnutrition that 
one sees in the wards, clinics and in the community. The nurse’s opportunity to 
teach and help mother get supplemental foods is unlimited and of primary importance. 


2. Protein deficiency is not uncommon among the children of the poor and 
ignorant. Chronic protein deficiency is caused by inadequate protein intake or by 
some disturbance in metabolism. In severe cases, the body becomes oedematous 
and severe muscle wastage is evidenced by weakness. 


Prevention: complete medical examination at intervals; wheat cereal and/or 
meat and milk in the diet. 


3. Vitamin: A deficiency (xerophthalmia): Vitamin A is essential for normal 
bone growth; for vision (vitamin A is a component of the visual purple of the retina); 
and for normal functioning of glandular and epithelial tissue. Vitamin A deficiency 
is manifested by night blindness, eye lesions that result from changes in the lacrimal 


gland that causes dryness and thickness of the conjunctiva; photophobia; secondary 
infection; ulcers and blindness. 


Prevention: yellow and green vegetables, butter and whole milk in the diet. 


4. Rickets (Vitamin D deficiency) is a chronic nutritional disorder of the young, 
characterized by bone changes. The condition develops during the child’s rapid 
growth period due to the lack of vitamin D. Symptoms develop gradually and may 
be manifested by severe or slight deformity. The symptoms may be characterized 
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by restlessness, night sweating, delayed dentition, softening of skull bones and 
flabby muscles. Bowed legs, knock-knees, flat feet and sabre legs are the result of 
vitamin D deficiency. Rickety rosary, pigeon breast, square head and pot belly are 
associated with rickets. Deformity of bones of the pelvis during childhood due to 
vitamin D deficiency is responsible for difficult labour in many instances and is 
responsible for many foetal and maternal deaths. 


In countries where “ purdah ” is practised, osteomalacia (adult form of rickets) 


is common and presents a very serious problem, particularly during pregnancy and 
labour. 


Rickets is caused by a failure to expose the skin to ultraviolet rays of the sun. 
Rickets may be prevented by adding cod liver or shark liver oil to the diet of infants 
and children and exposing the body to the sun. 


5. Beri-beri (Thiamine deficiency—Vitamin B): As in other deficiencies, thiamine 
deficiency may develop as a result of insufficient intake or from factors in the body 
that influence absorption, destruction, utilization or excretion. Thiamine is essential 
for carbohydrate metabolism. 


Since rice is the staple diet of many tropical peoples, thiamine deficiency is very 
common. A high carbohydrate diet requires adequate thiamine. It is well known 
that brown, unpolished rice and par-boiled rice will prevent beri-beri due to the rich 
thiamine content in the outer layers of the rice. 


Beri-beri is characterized by symptoms of the nervous, cardiac and gastro- 
intestinal systems. Infantile beri-beri is a leading cause of infant deaths in some 
areas. 


Symptoms: Loss of attention, irritability, vague fears, emotional disturbance 
and in severe cases polyneuritis, tenderness and weakness in the calf muscles. The 
ankle and wrist drop with muscle atrophy and difficulty in walking may result. The 
cardiac symptoms are tachycardia, shortness of breath, dizziness, and irregularity 
in heart beat. 


6. Riboflavin deficiency (Vitamin B): Vitamin B, functions in the metabolism 
of carbohydrates and proteins. 


The symptoms are classified as ocular, oral and dermal as follows: 


Ocular: Interstitial keratitis manifested by fear of light because it causes pain 
in the inflamed eyes. (It is not uncommon to see a child hide his eyes in the shoulders 
of his mother.) Corneal opacities may become dense and cause almost total blindness. 


Oral: Lesions consist of changes in the lips. The mucous membranes of the 


lips look shiny, red, scaly and fissures appear in each angle of the mouth known as 
angular stomatitis ”’. 


Dermal: Lesions appear as greasy flakes in various folds of the body, especially 
behind the ears, under the arms and in the groin. 


Prevention: Green leafy vegetables and yellow vegetables and milk in the daily 
diet. 
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7. Scurvy (Vitamin C deficiency): Vitamin C is an essential food and lack of 
it causes debility, anaemia, a spongy condition of the gums and a tendency to 
haemorrhage. Scurvy may occur in any age groups when the diet is deficient. 


Cause: Scurvy is caused by a lack of fresh fruit and vegetable in the diet. Foods 
lose vitamin C on ageing. Fresh foods are superior to dried foods. Vitamin C is lost 
during any process of oxidation such as cooking in a large amount of water, or cooking 
in an open pot, cooking a long time, beating (such as mashing potatoes). 


Prevention: Inclusion of raw fruits and vegetables in the daily diet. 


8. Iron deficiency anaemia occurs when there is blood loss or when there is an 
increased iron demand, as in pregnancy when the body store of iron is depleted. 


Symptoms: are pallor, weakness, irritability, brittle nails, fissures at the angles 
of the mouth, indigestion, etc. 


Prevention: Add foods rich in iron to the diet such as liver, eggs and fish. 


The above mentioned diseases are the most common malnutrition diseases found 
in the tropics. 


Nursing abilities in the treatment and prevention of malnutrition include: 


(a) A thorough knowledge of nutrition, the ability to practise good nutrition 
habits and to teach patients and their families the essentials of a well-balanced diet. 


(b) Ability to cook and to demonstrate methods of cooking foods so as to pre- 
serve food values. 


(c) Ability to utilize community resources, such as the home science teachers 
and agriculturists, to develop kitchen gardens in connection with the teaching pro- 
gramme for nursing and other students. 


(d) Ability to organize group teaching on the wards, in the out-patient depart- 
ments and in the community, with an aim to improve infant feeding and to help 
the group utilize their food resources to the maximum advantage. When the nutri- 
tional status of the individual and family is adequate, malnutrition will be eradicated. 
With adequate nutrition, many families can earn enough to feed themselves and to 
raise the world standard of living. 


IV. Minimum Essentials in Tropical Disease Nursing 


The nurse is a key member of the hospital and public health team in tropical 
disease programmes, just as she is a key member of the team in other health pro- 
grammes. There is a great shortage of nurses in many tropical areas and generalized 
public health nursing is in its infancy. It has been necessary in some areas to train 
and employ “ specialized workers ”’ to deal with certain procedures that are ordinarily 
considered to be medical and nursing procedures. For example: vaccinators are 
trained to immunize against smallpox and sanitarians frequently assist with im- 
munization programmes. In some places, special workers are being trained to deal 
with home treatment in leprosy and tuberculosis. In some situations, nurses are not 
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available to give professional nursing care to patients in hospitals suffering from small- 
pox, cholera, plague and other tropical diseases, so the work is allocated to less 
qualified persons. Where these conditions exist, qualified professional nursing 
supervision is essential. 


It was found in preparing this study of tropical disease nursing that little theory 
and practice in the care of patients suffering from tropical disease such as smallpox, 
cholera, filaria and leprosy is included in the basic nursing curricula. Many techniques 
and abilities learned in nursing patients diagnosed as having tuberculosis are applic- 
able to tropical disease nursing, however, and many schools now offer a block of 
experience in tuberculosis nursing as part of basic training. 


Nursing abilities described briefly in the following paragraphs were found by 
the Trained Nurses Association of India study of tropical disease nursing to be 
essential for safe care of patients and prevention of the disease. 


NURSING ABILITIES IN TROPICAL DISEASE SERVICES 


1. Abilities to adapt the principles of effective nursing care to a particular group 
of patients diagnosed as having a tropical disease. These principles include an 
up-to-date knowledge of each disease. 


2. Abilities to prevent the spread of the disease to self and others. 
3. Abilities to co-operate with doctors and other members of the team. 
4. Abilities to keep personal immunization at an effective level. 


5. Abilities to help contacts and others to secure immunization, diagnosis and 
treatment as indicated. 


6. Abilities to teach prevention in hospital, home, school and in community 
groups. 


7. Abilities to direct and supervise sanitation at the bedside, in the ward and 
in the home. 


8. Abilities to administer special hospitals and ward nursing services. 
9. Abilities to help with the epidemiological services. 
10. Abilities to co-ordinate home and hospital services. 


11. Abilities to participate in all programmes designed to control tropical 
diseases. 


12. Abilities to evaluate the nursing service and to guide and teach those who 
work with the nurse. 


13. Abilities to assist the family with social, economic and emotional problems 
related to tropical diseases in the acute and chronic stage. 


14. Abilities to apply principles of hygiene to self. 
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NURSING PERSONNEL NEEDED IN THE TROPICAL DISEASE 
PROGRAMME AND MINIMUM QUALIFICATIONS 


No attempt is made here to estimate the number of nurses needed in a programme, 
nor the number of hours of nursing service needed per patient in any of the different 
diseases as facilities and the severity of the illness vary with each patient. Studies 
are needed to establish standards. The following minimum qualifications are 
recommended for staffing a hospital where tropical disease patients are cared for: 


Nursing Superintendent: Registered nurse and midwife, senior grade, if there is 
more than one grade of certificate. Experience of at least five years in administration 
and in nursing communicable diseases. A post-certificate qualification in nursing 
administration would be desirable. 


Assistant Nursing Superintendent: Registered nurse and midwife, senior grade 
if there is more than one grade certificate. Experience of at least three years in admin- 
istration and experience of nursing communicable diseases. A post-certificate 
qualification in nursing administration would be desirable. 


Ward Sisters: Registered nurse and midwife, senior grade if there is more than 
one grade of certificate. Experience as staff nurse for at least three years and experi- 
ence of nursing communicable diseases. 


Staff Nurses: Registered nurse and midwife, preferably senior grade if there is 
more than one grade of certificate. Preference should be given to candidates who 
have had experience of nursing communicable diseases in the basic course. 


Student Nurses: It is desirable that all student nurses should have experience 
of nursing patients diagnosed as having communicable diseases, including leprosy. 
Students’ assignment for this experience should be in the final year of training. The 
period of assignment should be 6 to 8 weeks. 


V. Recommendations 


Before making recommendations for minimum essentials of tropical disease 
nursing, certain key points concerning tropical disease should be recognized and 
understood: 


1. Patients needing nursing care are either acutely ill, convalescent or chronic- 
ally ill. 
2. Most “ tropical diseases ” are preventable. 


3. Recovery, complication or sequelae of these diseases are affected by intel- 
ligent nursing care during all stages of disease. 


4. All basic nursing skills are essential in the care of patients suffering with a 
tropical disease. Some special skills are required. 


5. Nursing care requires a nurse capable of independent judgment, keen observa- 
tion, absolute reliability and one who can exercise responsibility for 
preventive, therapeutic and public health nursing services. 
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MEETING THE NUTRITIONAL NEEDS OF PATIENTS SUFFERING WITH 
TROPICAL DISEASES 


Since malnutrition is a major underlying cause of many health and other con- 
ditions in the tropics, it seemed important to develop this section in two parts 
namely: 


1. Nutrition during the acute stage of the major communicable diseases, 
2. Malnutrition. 


Each of these topics are broad and the scope for nursing service in this field is 
unlimited. The following brief discussion of some of the major problems relating 
to nutrition is designed to stimulate the reader to further study and to join the crusade 
for improving general health and living through better nutrition. 


1. NUTRITION DURING THE ACUTE STAGE OF TROPICAL DISEASES 


The nutritional needs of the patient with a high fever and/or with nausea and/or 
with diarrhoea are even greater than the nutritional needs of a normal person. The 
breaking down processes in the body are far more active than the building up 
processes so that the body’s reserve of food is soon used up. The fever patient 
frequently has gastric difficulties and cannot tolerate food by mouth. Many patients 
also suffer from intestinal involvement during the acute stage of tropical diseases so 
that bulky foods and highly seasoned foods are prohibited. 


The problem centres around the fact that the nutrition of the patient must be 
maintained as a primary weapon against the infection. After a thorough study and 
examination, the doctor determines the kind of foods that the patient may tolerate. 
When the patient is unable to take food by mouth then specially prepared vitamins, 
carbohydrates, and some minerals are generally added to intravenous infusions. 
Liquid diet consisting of non-fat soups, fruit juices, tea and coffee is offered as soon 
as the patient can tolerate food by mouth. 


Soft diet consisting of boiled or baked (not fried) foods is given as soon as the 
patient can take it. It should be emphasized that the liver is often involved and fat 
or fried foods are contra-indicated until the patient has fully recovered. Many 
patients are accustomed to highly seasoned food and boiled tasteless food may be 
rejected. The nurse should help the patient understand why the food is needed in 
this form and how the bland diet aids his recovery. 


The study of tropical disease nursing revealed that the preparation and serving 
of diets in many tropical disease hospitals was the responsibility of a non-professional 
cook and that nurses did not particularly participate in the diet services. This seems 
most unfortunate as nutrition is such a primary need of every patient irrespective 
of diagnosis. There are very few hospital dietitions available. 


In some situations, there are no diet kitchens attached to hospitals where nurses 
are trained so that diet is neglected in the treatment and care of patients and in the 
training programmes. It should be understood that this practice evidently grew up 
because of certain religious prejudices relating to the preparation and serving of food. 
In such cases the family prepares and brings the food to the patients. Where this 
situation exists the nurse should instruct the family about what to bring, how much 
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to bring, and how to prepare the food. The food should be transferred by the nurse 


from the vessels that are brought from home to the patients’ individual dishes, without 
contamination. 


The sick patient should have the foods of his choice when this is possible. 


The responsibility of the nurse in nutrition and dietetics in relation to acute 
tropical diseases nursing cannot be over emphasized. She can be a potent force in 
bringing the need for adequate diet and nutrition to the attention of the hospital 
authority, and so help establish a proper scientific feeding programme. 


2. MALNUTRITION 


Malnutrition refers to any one of many manifestations of any type of disorder 
in the nutritional state of an individual. 


Economic factors, famine, ignorance, bad nutritional habits, may lead to mal- 
nutrition in large population groups, yet there are many other causes of serious 
malnutrition such as complications of other diseases. Disease of the intestinal tract, 
hyperthyroidism, malignant diseases of the liver and gall bladder and pregnancy, 
may interfere with the absorption and utilization of nutrients. This is particularly 
true when most of the foods are fried and heavily seasoned, as is found to be the habit 
in many tropical areas. 


The most important forms of malnutrition are: 


1. Underweight and starvation which is due to a continued caloric deficiency. 
When a person does not take in enough calories to maintain his body then he utilizes 
his own fat and other tissues, producing loss of weight and stunted growth. Babies 
are generally breast fed during the first 12 to 18 months with little or no supple- 
mented feedings. This may account for many obvious cases of malnutrition that 
one sees in the wards, clinics and in the community. The nurse’s opportunity to 
teach and help mother get supplemental foods is unlimited and of primary importance. 


2. Protein deficiency is not uncommon among the children of the poor and 
ignorant. Chronic protein deficiency is caused by inadequate protein intake or by 
some disturbance in metabolism. In severe cases, the body becomes oedematous 
and severe muscle wastage is evidenced by weakness. 


Prevention: complete medical examination at intervals; wheat cereal and/or 
meat and milk in the diet. 


3. Vitamin A deficiency (xerophthalmia): Vitamin A is essential for normal 
bone growth; for vision (vitamin A is a component of the visual purple of the retina); 
and for normal functioning of glandular and epithelial tissue. Vitamin A deficiency 
is manifested by night blindness, eye lesions that result from changes in the lacrimal 


gland that causes dryness and thickness of the conjunctiva; photophobia; secondary 
infection; ulcers and blindness. 


Prevention: yellow and green vegetables, butter and whole milk in the diet. 


4. Rickets (Vitamin D deficiency) is a chronic nutritional disorder of the young, 
characterized by bone changes. The condition develops during the child’s rapid 
growth period due to the lack of vitamin D. Symptoms develop gradually and may 
be manifested by severe or slight deformity. The symptoms may be characterized 
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by restlessness, night sweating, delayed dentition, softening of skull bones and 
flabby muscles. Bowed legs, knock-knees, flat feet and sabre legs are the result of 
vitamin D deficiency. Rickety rosary, pigeon breast, square head and pot belly are 
associated with rickets. Deformity of bones of the pelvis during childhood due to 
vitamin D deficiency is responsible for difficult labour in many instances and is 
responsible for many foetal and maternal deaths. 


In countries where “ purdah ” is practised, osteomalacia (adult form of rickets) 


is common and presents a very serious problem, particularly during pregnancy and 
labour. 


Rickets is caused by a failure to expose the skin to ultraviolet rays of the sun. 
Rickets may be prevented by adding cod liver or shark liver oil to the diet of infants 
and children and exposing the body to the sun. 


5. Beri-beri (Thiamine deficiency—Vitamin B): As in other deficiencies, thiamine 
deficiency may develop as a result of insufficient intake or from factors in the body 
that influence absorption, destruction, utilization or excretion. Thiamine is essential 
for carbohydrate metabolism. 


Since rice is the staple diet of many tropical peoples, thiamine deficiency is very 
common. A high carbohydrate diet requires adequate thiamine. It is well known 
that brown, unpolished rice and par-boiled rice will prevent beri-beri due to the rich 
thiamine content in the outer layers of the rice. 


Beri-beri is characterized by symptoms of the nervous, cardiac and gastro- 


intestinal systems. Infantile beri-beri is a leading cause of infant deaths in some 
areas. 


Symptoms: Loss of attention, irritability, vague fears, emotional disturbance 
and in severe cases polyneuritis, tenderness and weakness in the calf muscles. The 
ankle and wrist drop with muscle atrophy and difficulty in walking may result. The 


cardiac symptoms are tachycardia, shortness of breath, dizziness, and irregularity 
in heart beat. 


6. Riboflavin deficiency (Vitamin B): Vitamin B, functions in the metabolism 
of carbohydrates and proteins. 


The symptoms are classified as ocular, oral and dermal as follows: 


Ocular: Interstitial keratitis manifested by fear of light because it causes pain 
in the inflamed eyes. (It is not uncommon to see a child hide his eyes in the shoulders 
of his mother.) Corneal opacities may become dense and cause almost total blindness. 


Oral: Lesions consist of changes in the lips. The mucous membranes of the 


lips look shiny, red, scaly and fissures appear in each angle of the mouth known as 
** angular stomatitis ”’. 


Dermal: Lesions appear as greasy flakes in various folds of the body, especially 
behind the ears, under the arms and in the groin. 


Prevention: Green leafy vegetables and yellow vegetables and milk in the daily 
diet. 
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7. Scurvy (Vitamin C deficiency): Vitamin C is an essential food and lack of 
it causes debility, anaemia, a spongy condition of the gums and a tendency to 
haemorrhage. Scurvy may occur in any age groups when the diet is deficient. 


Cause: Scurvy is caused by a lack of fresh fruit and vegetable in the diet. Foods 
lose vitamin C on ageing. Fresh foods are superior to dried foods. Vitamin C is lost 
during any process of oxidation such as cooking in a large amount of water, or cooking 
in an open pot, cooking a long time, beating (such as mashing potatoes). 


Prevention: Inclusion of raw fruits and vegetables in the daily diet. 


8. Iron deficiency anaemia occurs when there is blood loss or when there is an 
increased iron demand, as in pregnancy when the body store of iron is depleted. 


Symptoms: are pallor, weakness, irritability, brittle nails, fissures at the angles 
of the mouth, indigestion, etc. 


Prevention: Add foods rich in iron to the diet such as liver, eggs and fish. 


The above mentioned diseases are the most common malnutrition diseases found 
in the tropics. 


Nursing abilities in the treatment and prevention of malnutrition include: 


(a) A thorough knowledge of nutrition, the ability to practise good nutrition 
habits and to teach patients and their families the essentials of a well-balanced diet. 


(b) Ability to cook and to demonstrate methods of cooking foods so as to pre- 
serve food values. 


(c) Ability to utilize community resources, such as the home science teachers 
and agriculturists, to develop kitchen gardens in connection with the teaching pro- 
gramme for nursing and other students. 


(d) Ability to organize group teaching on the wards, in the out-patient depart- 
ments and in the community, with an aim to improve infant feeding and to help 
the group utilize their food resources to the maximum advantage. When the nutri- 
tional status of the individual and family is adequate, malnutrition will be eradicated. 
With adequate nutrition, many families can earn enough to feed themselves and to 
raise the world standard of living. 


IV. Minimum Essentials in Tropical Disease Nursing 


The nurse is a key member of the hospital and public health team in tropical 
disease programmes, just as she is a key member of the team in other health pro- 
grammes. There is a great shortage of nurses in many tropical areas and generalized 
public health nursing is in its infancy. It has been necessary in some areas to train 
_and employ “ specialized workers ”’ to deal with certain procedures that are ordinarily 
considered to be medical and nursing procedures. For example: vaccinators are 
trained to immunize against smallpox and sanitarians frequently assist with im- 
munization programmes. In some places, special workers are being trained to deal 
with home treatment in leprosy and tuberculosis. In some situations, nurses are not 
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available to give professional nursing care to patients in hospitals suffering from small- 
pox, cholera, plague and other tropical diseases, so the work is allocated to less 
qualified persons. Where these conditions exist, qualified professional nursing 
supervision is essential. 


It was found in preparing this study of tropical disease nursing that little theory 
and practice in the care of patients suffering from tropical disease such as smallpox, 
cholera, filaria and leprosy is included in the basic nursing curricula. Many techniques 
and abilities learned in nursing patients diagnosed as having tuberculosis are applic- 
able to tropical disease nursing, however, and many schools now offer a block of 
experience in tuberculosis nursing as part of basic training. 


Nursing abilities described briefly in the following paragraphs were found by 
the Trained Nurses Association of India study of tropical disease nursing to be 
essential for safe care of patients and prevention of the disease. 


NURSING ABILITIES IN TROPICAL DISEASE SERVICES 


1. Abilities to adapt the principles of effective nursing care to a particular group 
of patients diagnosed as having a tropical disease. These principles include an 
up-to-date knowledge of each disease. 


2. Abilities to prevent the spread of the disease to self and others. 
3. Abilities to co-operate with doctors and other members of the team. 
4. Abilities to keep personal immunization at an effective level. 


5. Abilities to help contacts and others to secure immunization, diagnosis and 
treatment as indicated. 


6. Abilities to teach prevention in hospital, home, school and in community 
groups. 


7. Abilities to direct and supervise sanitation at the bedside, in the ward and 
in the home. 


8. Abilities to administer special hospitals and ward nursing services. 
9. Abilities to help with the epidemiological services. 
10. Abilities to co-ordinate home and hospital services. 


11. Abilities to participate in all programmes designed to control tropical 
diseases. 


12. Abilities to evaluate the nursing service and to guide and teach those who 
work with the nurse. 


13. Abilities to assist the family with social, economic and emotional problems 
related to tropical diseases in the acute and chronic stage. 


14. Abilities to apply principles of hygiene to self. 
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NURSING PERSONNEL NEEDED IN THE TROPICAL DISEASE 
PROGRAMME AND MINIMUM QUALIFICATIONS 


No attempt is made here to estimate the number of nurses needed in a programme, 
nor the number of hours of nursing service needed per patient in any of the different 
diseases as facilities and the severity of the illness vary with each patient. Studies 
are needed to establish standards. The following minimum qualifications are 
recommended for staffing a hospital where tropical disease patients are cared for: 


Nursing Superintendent: Registered nurse and midwife, senior grade, if there is 
more than one grade of certificate. Experience of at least five years in administration 
and in nursing communicable diseases. A post-certificate qualification in nursing 
administration would be desirable. 


Assistant Nursing Superintendent: Registered nurse and midwife, senior grade 
if there is more than one grade certificate. Experience of at least three years in admin- 
istration and experience of nursing communicable diseases. A post-certificate 
qualification in nursing administration would be desirable. 


Ward Sisters: Registered nurse and midwife, senior grade if there is more than 
one grade of certificate. Experience as staff nurse for at least three years and experi- 
ence of nursing communicable diseases. 


Staff Nurses: Registered nurse and midwife, preferably senior grade if there is 
more than one grade of certificate. Preference should be given to candidates who 
have had experience of nursing communicable diseases in the basic course. 


Student Nurses: It is desirable that all student nurses should have experience 
of nursing patients diagnosed as having communicable diseases, including leprosy. 
Students’ assignment for this experience should be in the final year of training. The 
period of assignment should be 6 to 8 weeks. 


V. Recommendations 


Before making recommendations for minimum essentials of tropical disease 
nursing, certain key points concerning tropical disease should be recognized and 
understood: 


Patients needing nursing care are either acutely ill, convalescent or chronic- 
ally ill. 


2. Most “ tropical diseases ” are preventable. 


3. Recovery, complication or sequelae of these diseases are affected by intel- 
ligent nursing care during all stages of disease. 


4. All basic nursing skills are essential in the care of patients suffering with a 
tropical disease. Some special skills are required. 


5. Nursing care requires a nurse capable of independent judgment, keen observa- 
tion, absolute reliability and one who can exercise responsibility for 
preventive, therapeutic and public health nursing services. 
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6. Nursing abilities in tropical diseases incorporate all aspects of generalized 
nursing including: health education in the family, school and community; 
epidemiology, finding early cases; immunization; expert nursing care in the 
hospital and home; co-ordination of services in the home and hospital; 
co-operation with all public and voluntary agencies concerned with family 
health and welfare. 


Tropical disease nursing of some of the acutely ill patients constitutes a 
potential health hazard for the nurses so that every protection should be 
provided. 


An adequate number of qualified nurses are needed in all preventive pro- 
grammes. 


Professional nursing supervision is essential in hospital and in public health 
services. 


To permit the nurse to function effectively in tropical disease programmes it 
is recommended that the minimum essentials listed below are an immediate goal 
for every nursing service, with the hope that every nursing service will strive to reach 
higher goals. Nursing service is often limited by facilities for service, such as the 
construction of the hospital or the ward, and the quantity and quality of available 
supplies and equipment. 


1. ADMINISTRATION 


1. It is recommended that the Matron should be consulted about administra- 


tive matters; she should have authority to employ, orient and give additional training 
and supervision to the professional and non-professional staff concerned with patient 
care in hospitals and wards where patients with tropical diseases are cared for. 


2. That adequate sanitation facilities be made available to prevent the spread 
of the disease, namely: adequate soap, detergent and water for cleaning; water for 
disposal of waste; adequate sewage system, including material for disinfection of 
body waste; fine mesh screens for windows and doors to control flies and mosquitoes; 
enough space to prevent over-crowding. 


3. That the “ unit system ” of patient care should be utilized and that adequate 
hand washing facilities should be available in each unit. 


4. Free drugs in terms of quality and quantity for treatment and for prevention. 


5. Adequate staff, professional and non-professional personnel, who have had 
special training in tropical diseases to meet the nursing needs of patients, particularly 
in the acute stage. 


6. Training and employment of public health nurses to meet the prevention 
and health education needs of the family and community. 


7. Provision for self protection of all staff and personnel who care for patients 
suffering with tropical diseases—this includes 8 hour duty and adequate vacations. 
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8. Adequate food for the patients and staff. 


9. Adequate facilities for incineration of infectious materials and for boiling 
and washing bedding. 


10. Transportation to follow up contacts and for home visiting. 


11. Provision for immunization facilities in all out-patient departments of hospital 
and in every health centre as a public service free of cost to patients. 


12. Adequate supervision of non-professional employees, 24 hours of the day. 


2. NURSING EDUCATION 


It is recommended that all nursing school curricula should include: 


1. Programme of study and examination in the care of patients suffering from 
acute communicable diseases including the care of patients with smallpox, cholera, 
plague, typhoid fever, typhus, malaria, leprosy, filaria and/or other tropical diseases 
common to the area where the nurse functions. 


2. An organized effective health programme for students and staff. 


3. Sanitation in the curriculum, so that the nurse may understand the import- 
ance of, and measures for, safe water, sewage disposal, food control and insect and 
rodent control. She needs knowledge and understanding so that she will incorporate 
the principles of sanitation in her work and in teaching. 


4. Nutrition because nutritional deficiences constitute a major health problem 
in the tropics. Every nurse needs to understand the fundamentals of good nutrition 


so that she may teach and supervise the diet and nutrition of all patients suffering “ 
from tropical diseases and by teaching nutrition to individuals and groups influence an’ 
habit and the prevention of nutritional deficiences. igi 


3. PUBLIC HEALTH NURSING 


The theory and practice of public health is essential in tropical disease nursing. 
Techniques of epidemiology, of statistical reporting, co-ordination with, and utiliza- 
tion of, community resources are essential to the effective work in the hospital as 
well as in the home and community. 
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The International Nursing Review, to which this volume is a Supplement, 
is published quarterly by the International Council of Nurses. 


The purposes of the International Nursing Review are: 
* TO INFORM nurses throughout the world of the objectives and 
activities of the International Council of Nurses; 


* TO PROVIDE opportunities for an international exchange of views 
and information on nursing and the related professions; 


* TO DEVELOP international fellowship and understanding among 
members of the nursing profession; 


* TOGIVE inspiration and guidance to the nurses of the world in their 


common endeavours. 


Articles are normally published in English, French, German and Spanish 
in each issue and are read by subscribers in over eighty countries. A free 
sample copy will be sent anywhere in the world on request to the Editor of the 


Review. 


The annual subscription is fifteen shillings sterling or $2.50 (or the equiva- 
lent). Orders for the Review should be addressed to: 
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1 Dean Trench Street, Westminster, London, S.W.1., England 
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